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technic of procedure in the endrmous new field of endo-laryngeal surgery 


is described in detail. 


4. The section on: “THE EXTERNAL SURGERY OF THE LARYNX.” 


concentrates the gist of the scattered articles in the last decade. 


5. Complete statistics of all the author’s operations for cancer of the 


larynx are given. 


6. The chapter on intra-tracheal insufflation anesthesia will interest 


the anesthetist and the general surgeon. 


7. Detailed description of the endoscopic methods for the early detec- 
tion of esophageal and gastric cancerous and pre-cancerous disease con- 
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Substantial linen binding, 710 pages, 49 /illustrations, 6 colored plates. 
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ORIGINAL COMMUNICATIONS. 


bsogean Communications are received with the understanding 
that they are contributed exclusively to Taz Laryncoscors. 


NYSTAGMUS AND ITS CLINICAL SIGNIFICANCE.* 


Pror. Dr. Heinrich NEUMAN, Vienna. 


The static. function of the human is controlled by several 
distinctly different organs. Modern labyrinthology has made 
possible the analysis of the individual symptoms of functional 
disturbances and their dependence on their respective organ- 
disturbances. Vertigo, nystagmus, and disturbances in equi- 
librium may as readily be produced by disease of the optic or 
kinesthetic as by disturbances of the vestibular or cerebellar 
function. The diagnostic significance of differentation of these 
symptoms is made possible in the vestibular apparatus. The 
differentiation of ocular disturbances or symptoms evoked by 
affection of the deeper sensibility from those of the vestibular 
apparatus or cerebellum, has been recognized for sometime, 
but the differential diagnosis between vestibular disturbances 
and those of the cerebellum have only recently been made 
possible. 

Vertigo and equilibrium disturbances are liable to great vari- 
ation and subjective influences, but it is principally nystagmus 
on which we depend more definitely to develop such differenta- 
tion. 

The nerve connection of the vestibular apparatus with the 
eye-muscle nuclei represent the “reflex arch” on which the ves- 
tibular-occular reflex depends. 

In the accompanying schema, Figure 1, it will be noted that 
the N. vestibularis sends its fibers to the four end-nuclei (C. Z. 

*This paper was contributed to the Anniversary Number of The Laryn- 


goscope, but was received too late for translation and publication in that 
number. 
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Reich: the three cornered or dorsal vestibular nucleus, Deiter’s 
nucleus, the nucleus of the descending root of N. vestibularis 
and the nucleus of Bechterew). The vestibular ganglion is 
connected with the cerebellum mainly with the roof-nucleus 


Spm.Ca. 


F 1 p a—Posterior longitudinal bundle, ascending branch. F 1 p b—Pos- 
terior longitudinal bundle, descending branch. D s p—Deitero-spinal tract. 
Ruck—Spinal cord. e¢ p—Cerebello-petal vestibular fibers. ec f—Cerebello- 
fugal tract to the vestibular nucleus. B o—Bechterew-eye muscle nucleus 
tract. N Rt p—Nucleus reticularis pontis tegmenti. Lo B—Central occular 
motor tract. IIlIiI—-Nucleus of the oculo-motorius. VI—Nucleus of the ab- 
ducens. V—Vestibular nerve. D—Deiter’s nucleus. 'T—Triangular or 
dorsal vestibular nucleus. D d—Nucleus of the descending root of the vesti- 
bularis. B—Bechterew’s nucleus. N t—Roof-nucleus of the cerebellum. 
W—Vermiform process. L—Left hemisphere, R—Right hemisphere. 
F 1 p—Posterior longitudinal bundle. 


of the fourth ventricle located in the vermiform process of the 
cortex. From the end nucleus of the vestibularis fibers may be 
traced. to the homo- and contra-lateral posterior longitudinal 
bundle, yet it has not been determined how many of these fibers 
are distributed to the individual nuclei. The posterior longi- 
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tudinal bundle terminates in large degree in the eye-muscle 
nuclei (Spitzer) ; to lesser degree some fibers are also found in 
the spinal cord where they apparently re-enforce the substantial 
deitero-spinal tracts. We also find lateral undecussated fibers 
running from the posterior longitudinal bundle to the medulla 
spinalis (deitero-spinal tract) and also ascending from Bech- 
tew’s nucleus to the eye-muscle nuclei. The relation of the 
vestibule end-neuclei to the cerrebellum appears to be a double one 
cerebello-petale and cerebello-fugale of which the latter (vermi- 
form process, roof nucleus and vestibular tract) come into special 
consideration. The relation of the cortex does not appear to be 
a direct one. 

Not only anatomical but also clinical observations and ex- 
perimental investigations have proven that the vestibulo-occular 
“reflex arches” constitute the fiber tracts that extend from the 
semi-circular canal apparatus through the N. vestibularis, vest- 
ibular nucleus, and posterior longitudinal bundle to the eye-mus- 
cle nuclei. Experimental investigations of Hogyes have proven 
that the vestibular apparatus of one side are in close association 
with the adductor group of the eye of the same side and the 
adductor group of the eye of the opposite side, both in stimu- 
lating and in inhibitory capacity. The other eye-muscle groups 
are also influenced in the same labyrinth but to much lesser 
degree. 

Bauer and Leidler assume that an inhibitory influence on nys- 
tagmus originates in the cerebellum (veriform process, roof 
nucleus) and that the cerebral hemispheres also have a homo- 
lateral inhibitory and contra-lateral stimulating influence, but 
that the quick component of nystagmus is not of critical genesis. 

Nystagmus may be incited from every individual point of 
the vestibulo-occular association. Clinical observations of re- 
cent years have proven that the several forms of these reflexes 
may show individual characteristics dependent on the locality 
of their origin. We can differentiate optic vestibular nystagmus 
from optic retro-labyrinthine nystagmus by the following fact- 
ors: Optic nystagmus is undulating; both components are of equal 
rapidity ; occular direction changes the intensity only in the pres- 
ence when eye-muscle paresis is simultaneously present. Central 
or labyrinth-stimulated nystagmus is rhythmic because it is composed 
of a slow and quick component; here we must observe that only the 
slow reaction phase is stimulated by labyrinth irritation; the quick 
nystagmus phase on the other hand is produced by an extra-laby- 
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rinthine excitation. The circumstance that the quick component 
in nystagmus ceases when we cause a caloric reaction in the ear 
of a patient during narcosis or in coma produces instead of a nys- 
tagmus only a deviation of the eyes in the sense of a slow compon- 
ent, may be found not only in extra-labyrinthine excitation but 
also of cerebral origin. The explanation of this connection as 
proposed by Barany may also experience a one-sided interruption 
as observed in the patient reported by Rosenfeld. In this patient 
Rosenfeld assumed the presence of a right-sided hematoma or a 
tumor in the right cerebral hemisphere. While in deep coma this 
patient did not show either spontaneous nystagmus nor conjugate 
deviation. When the left ear was syringed with cold water 
no nystagmus resulted, but the patient showed a slow deviation 
of both bulbi to the left; the same phenomena occured to the 
right side when the right ear was syringed with cold water. 
The bulbi remained in this position for two minutes and slowly 
returned to the middle position. In a later test while the patient 
was lucid, syringing of the left ear with cold water produced a 
nystagmus to the right. When the right ear was syringed with 
cold water a slow deviation of the bulbi to the right took place, 
lasting about thirty seconds. The author used this observation 
to prove that the cause of the absence of the quick nystagmus 
could be ascribed to a unilateral interruption of the undecussated 
fibers in the cerebrum. He believed that the cause of this inter- 
ruption was due to a space-contracting affection of the hemi- 
sphere in which the diseased focus was located. This conclu- 
sion could not be proven because no autopsy was undertaken. 
Rosenfeld believes that the presence of eye-muscle paralyses 
overlooked in deep coma, could be determined in this matter. 
Barany believes the conclusion, that only the slow movement in 
nystagmus is of labyrinthine origin and that the quick compon- 
ent of the saem is stimulated in the supra-nuclear visual center, 
can be utilized as a differential diagnosis in various cases of eye- 
muscle paralysis in the following manner: peripheral paralysis 
of the eye-muscle nerves or affections in the region of the nucleus en- 
tirely eliminate vestibular nystagmus in the region of such paralysis. 
According to Barany, supra-nuclear paralysis of the eye muscles 
present the following picture: voluntary movement of both eyes 
in the direction of the diseased side are absent, and the quick 
component in nystagmus horizontalis to the affected side is 
also absent. In (enspreckender) stimulation, a deviation of 
both eyes to the healthy side is produced. instead of a nystagmus 
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horizontalis to the affected side. The eyes cannot be voluntarily 
liberated from this position. If, however, a horizontal nystag- 
mus can be demonstrated to the healthy side, we produce this 
in typical form. During the duration of this test the deviation 
to the affected side is released. I had occasion to observe a 
patient with tumor symptoms in a left-sided abducens paralysis 
in whom vertigo had been produced by the turning test. Turn- 
ing to the left produced a horizontal nystagmus to the right. 
While this nystagmus was present the patient could, in the sense 
of the slow component of the evoked nystagmus, voluntarily 
direct the left eye to the extreme external canthus. The left- 
sided abducens paralysis, therefore, was duplicated during the 
period of the nystagmus. I would not risk the assumption to 
diagnose this as a supra-nuclear paralysis, as I have not con- 
vinced myself whether in this case we have not a paresis joined 
with a voluntary innervation to the left and a vestibular com- 
ponent directed to the left. 

Bielschofsky and Steinert have observed cases of paraylsis of ver- 
tical occular movement with maintenance of vestibular function 
(Munch. Med. Wochenschr., 1906). In the involution of con- 
jugate paralysis of the eye-muscles, Barany found a nystagmus 
to the side of the paralysis that was partly dependent on vestib- 
ular and partly dependent on eye-muscle paresis. I[n_ bilateral 
conjugate paralysis, on the other hand, every evidence of nys- 
taginus in the area of the paralysis was wanting. 

Brain tumors develop various forms of nystagmus dependent 
on the pressure which they exert on surrounding areas. Pres- 
sure on the corpora quadrigemina produces a vertical nystagmus 
upward, Ruttin observed a similar condition following the rup- 
ture of a brain abscess into the lateral ventricle. (Deutsch. Otol. 
Gesellschaft, Hanover). 1 had «occasion to observe in the case 
of a tumor that attacked the velum medulare superius when syr- 
inging with cold water in the upright position of the head a 
nystagmus was produced with pure horizontal component; also 
after rotation; whether with head forward or backward in which 
positions we can regularly observe rotary nystagmus. It ap- 
pears therefore, that the trochlearis which decussates in the 
velum medulare superius seems to have been hindered by pres- 
sure and therefore participated in the production of the nys- 
tagmus. I observed exactly the same phenomena in a case of 
brain tumor in which the site could not be definitely determined 
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as the phenomena varied rapidly. Apparently I could only 
determine horizontal nystagmus in the first examination, even 
with all of the manipulations by which regular rotary nystagmus 
can be developed. In a second examination, at which time an 
abducens paralysis had developed, the vestibular stimulus was 
typical and a rotary nystagmus resulted. A change in the tension 
of the cerebro-spinal fluid may also be sufficient to bring this 
relation of nystagmus into evidence. 


In the attempt to explain all the phenomena, attention should 
be directed to the fact that Marburg endeavors to correlate the 
oral part of Deiter’s nucleus with vertical nystagmus and the 
caudal part with horizontal nystagmus. Isolated affections of 
the posterior longitudinal bundle may also influence the oc- 
currence of nystagmus to an unusual degree, in that in the main- 
tenance of spontaneous occular movement, nystagmus is pres- 
ent on the healthy side but is not demonstrable on the diseased 
side. 


While these facts as determined in the last few years may be 
found to explain nystagmus of various eye-muscle paralyses as 
well as several forms of nystagmus of central origin, I had an 
opportunity as far back as 1905 at the seventy-seventh meeting 
of the Deutscher Naturforscher in Meran to present observa- 
tions by which nystagmus of labyrinth origin could be definitely 
differentiated from retro-labyrinthine nystagmus. Nystagmus of 
the end-organ as well as retro-labyrinthine nystagmus is rotary 
in character and may be best observed by looking in the direc- 
tion of the quick component 


Labyrinthine nystagmus is usually directed to the normal 
side when the function of the involved labyrinth is completely 
destroyed; if, however, the labyrinth is only partially destroyed 
the direction of the nystagmus is usually to the affected side; 
not infrequently, however, it is to the normal side, and, a fact 
that is of still greater importance is that the nystagmus changes 
its direction. Nystagmus resulting from a complete destruction 
of the labyrinth, however, is invariably directed to the normal 
side. Nystagmus found in conjunction with a completely de- 
stroyed labyrinth diminishes in intensity, in that it manifests 
itself in all positions of the eyes as well as in the direction of the 
normal side; in the later stages it is no longer observable in the 
direction of the slow component; on the other hand it is still 
observable to the normal side looking straight ahead and still 
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more distinctly in the direction of the quick component (that 
is, to the normal side). Nystagmus of the longest duration ex- 
ists in complete destruction of the end-organ in the direction of 
the quick component (that is, to the healthy side). But also, 
however, in this direction, nystagmus does not remain constant, 
for before it completely disappears, there is added to the rotary 
nystagmus to the normal side a horizontal nystagmus with the 
quick component to the affected side, most distinctly observed 
by looking to the affected side. This horizontal nystagmus, 
manifested when looking to the affected side, indicates the onset 
of a central disturbance and leads to the complete disappearance 
of the nystagmus. In ten to twelve days and sometimes only 
after weeks the rotary nystagmus directed to the normal side 
disappears entirely and the end-result is the complete absence of 


nystagmus or a_ slight rotary nystagmus to both sides by ex- 
treme direction to both sides. 


Circumscribed alterations of the labyrinth are usually evidenced 
by a rotary nystagmus to the affected side; occasionally also 
nystagmus to the normal side. If the cause of the circumscribed 
change is found to be an inflammatory one, nystagmus may 
even alter its direction. If the circumscribed involvement shows 
retrogressive changes the nystagmus directed to the affected 
side is diminished from day td day and gradually disappears. 
If this disease is progressive in character however, the nystagmus 
to the affected side increases in intensity from day to day, as 
the nystagmus, directed in the beginning only to the affected 
side, now observed in other directions with equal intensity, 
until finally, as a result of complete destruction of the end-organ, 
the quick component is directed to the normal side; in the be- 
ginning, in all directions; later, in the above-mentioned diminu- 
tion, until complete disappearance occurs. 

In manifest stages, therefore, nystagmus has a diagnostic 
significance; in latent stages functional examinations afford 
data to determine whether the disease of the end-organ is dif- 
fused or circumscribed in character. Inability to stimulate the 
labyrinth by caloric or turning test in cases in which the gal 
vanic reaction is still active (in which the communicating loop 
must be carefully observed) indicates exclusively a complete 
disease of the end-organ. If, however, galvanic reaction is also 
absent a disease of the nerve to the primary nucleus is also indi- 
cated. In order to determine circumscribed changes in the 


: 


918 NEUMANN: NYSTAGMUS. 


labyrinth in the latent stage we make use of bilateral syringing 
and differentation with the branched electrode in accordance 
with the following consideration: If both labyrinth react equally, 
simultaneous syringing of both ears and thé application of the 
branched electrode to both ears will fail to produce nystagmus. 
If, however, one labyrinth or one nerve has had its function 
diminished by disease, simultaneous stimulation of both ears 
will produce nystagmus corresponding to the affected side and 
independent of the temperature of the water as well as of the 
manner of the applied electrode. 


In this form of test, we not infrequently: find an increased 
reaction as compared to the normal, especially in brain tumors, 
as observed by Ruttin and Hantant. In the discussion of intra- 
cranial, selective nystagmus, I will take occasion to refer to 
this again. 


Retro-labyrinthine nystagmus is, with very few exceptions, 


‘ rotary, usually directed to the affected side, often changing and 


with intervals in which no nystagmus is noticeable. This 
marked similarity between labyrinthine and retro-labyrinthine 
spontaneous nystagmus increases the difficulty of their dif- 
ferentation and aside from the accompanying symptoms in the 
encephalon and the cochlear apparatus, we are dependent on the 
following data: Labyrinthine nystagmus reveals a_ diminished 
intensity; retro-labyrinthine nystagmus shows fundamentally 
a Stationary or even a distinctly increasing intensity. If the 
labyrinth of the diseased side can be completely excluded and 
spontaneous nystagmus can still be observed to the affected side, 
such nystagmus may be distinctly specified as retro-labyrinth- 
ine. On the other hand, the differentation of circumscribed 
disease of the labyrinth is doubtful for the reason, as already 
set forth, that circumscribed lesions may also exhibit a nystag- 
mus to the affected side. In cerebellar abscesses in which a 
two-stage operation is under consideration, the differentation is 
simple if during the first operation the labyrinth is destroyed 
or intra-operative measures are undertaken (fistula-sequestrum) 
as in these cases nystagmus directed to the diseased side can 
only be of retro-labyrinthine origin. In extra-dural abscess of 
the posterior cranial fossa sequestration of the pyramid or, as 
occasionally occurs after simple mastoid operation in which 
the inflammation penetrates deeply inwards, we may also observe 
nystagmus directed to the diseased side. It is much more dif- 
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ficult and sometimes even impossible to determine the cause of nys- 
tagmus directed to the diseased side when the labyrinth of this side 
still has functioning power. In the investigated cases of cerebellar 
pontine-angle tumors in recent years, | have observed one phenom- 
enon that may also serve as a differential factor for these cases. If, 
in such a case, the ear of the healthy side is syringed with cold water, 
rotary nystagmus to the affected side of marked duration (six to 
eight minutes) occurs together with an accentuated clonic reaction 
movement with the tendency to fall to the healthy side. The 
subjective affections which occur herewith are in no proportion 
to this intense disturbance of equilibrium. This nystagmus of 
abnormally long duration I term “duration nystagmus.” The 
explanation for this must be found in the omission of inhibition, 
for we must note in the above schema that the cerebellum has 
an inhibitory influence on the primary vestibular end-nucleus. 
This phenomonen appears to be similar to the patellar clonus 
and this is also similar to the observation found by Ruttin of 
excessive irritability. 

Of the six cases of cerebellar pontine-angle tumors which 
I have had an opportunity to examine for these symptoms, I 
wish especially to refer to the following: 


Case 1. Forty-two year cld man with evidences of tumor symptoms 
presented the following ctoscopic findings: complete deafness, left; inert 
vestibular apparatus, left side, nystagmus is principally directed to the 
affected side while looking to that side; on looking to the healthy side 
only an Oscillating nystagmus of indefinite character is observed. On 
turning (10x) to either side, I could determine no apparent difference in 
the duration of the nystagmus. It was a striking fact that when turning 
to the one side the subjective vertigo and objective reaction phenomona 
were hardly noticeable, while when turning to the other side a most 
marked reaction occurred so that it was with extreme difficulty that such 
an examination was repeated. The left ear by caloric test remained inert, 
but the caloric test on the healthy side showed rotary nystagmus to the 
diseased side with accentuated rolling motion of the bulbus and of ab- 
normally long duration. 

Case II. The second case briefly is that of a woman with tumor symp- 
toms in which it could not be definitely stated-whether the cochlear or 
the vestibular symptoms appeared first. Tested with the Larmapparat 
she showed complete deafness on one side. Weber lateralized to the 
healthy side (left). Bone conduction substantially shortened and this is 
uninfluenced by stopping the auditory canal of the diseased side. Dura- 
tion of tuning fork placed over mastoid is persistently prolonged on 
closure of auditory canal. High and low tones not heard in the right 
ear. Marked rhythmic, horizontal nystagmus to the diseased side on 
looking to the diseased side; on looking to the healthy side only a few 
rhythmic impulses are noted. Neither with closure of one eye nor by 
use of test-spectacles is nystagmus accentuated. When the diseased ear 
is syringed for one minute with cold water it does not alter the spon- 
taneous nystagmus directed to the affected side; neither is there a 
change to that directed to the healthy side. The vestibular appara- 
tus therefore shows no reaction, when, on the other hand, the healthy 


920 NEUMANN: NYSTAGMUS. 


ear is syringed with cold water the patient showed a rotary nystagmus 
to the diseased side that lasted for six minutes. 


“Duration nystagmus” makes possible the differentation of 
nystagmus directed to the diseased side not only in an inert 
labyrinth on the diseased side but also where there is still some 
function of the vestibular apparatus of the diseased side, because 
circumscribed lessions of the semi-circular canals do not present 
this phenomonen. It must be observed that in those cases in 
which a very marked spontaneous nystagmus exists the phe- 
nomenon of “duration nystagmus” cannot be entirely free from ob- 
jection if we do not succeed by use of the visual-fixator to deter- 
mine the positiun of the bulb in which the spontaneous nystag- 
mus ends in order that the artificial nystagmus may be correctly 
estimated. 

Modern methods of labyrinth tests make possible not only the dif- 
ferential diagnosis between labyrinthine and retro-labyrinthine se- 
lective nystagmus but have also placed us in a position to diagnosti- 
cate many forms of labyrinth disease. Soon after we had learned 
to determine diagnostically the value of artificial nystagmus, it was 
found that many forms of nystagmus, even when no caloric reaction 
was elicited, could still be made to respond to mechanical compres- 
sion—aspiration and turning test. The simultaneous test of the 
cochlea brought out the fact that this organ still retained functioning 
remnants even when Weber was still lateralized to the diseased side, 
bone conduction materially prolonged and when hearing was found 
to be greatly defective for loud conversation but not completely 
deaf even with negative results of the caloric test. Closure of the 
external auditory canal by granulations, cholesteatome and exostoses 
are also factors in which caloric tests may appear negative. These 
cases, however, should not be considered here; only those in which 
a disturbance of the lympho-kinetic apparatus as withdrawal of endo- 
lymph, plastic changes in the semi-circular canals or alterations in 
the consistency of the endo-lymph should be considered the cause 
for the negative absence of the caloric test where turning reaction 
is still retained and even more often increased. If the labyrinth cap- 
sule is defective we still find in the above outlined cochlear record 
and negative absence of caloric test that compression nystagmus may 
still be developed. The so-called labyrinthitis simplex will present 
these phenomena when the inflammation in the labyrinth has not de- 
veloped to the extent of complete destruction of this organ. It is 
of eminently practical significance in determining the indications 
for the labyrinth opeation whether this organ is completely des- 
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troyed or not for if not completely destroyed there is always the 
possibility of restitution. 

On the other hand, I had an opportunity in another group of non- 
inflammatory diseases of the labyrinth to observe just the opposite 
condition of vestibular sensibility. Caloric reaction was still pres- 
ent in this group of cases, but by the turning test no nystagmus 
could be determined. This reverse reaction’ of vestibular irritabili- 
ty I have observed principally in individuals with hereditary lues 
at a time when the hearing had not been entirely destoyed and also 
where a non-inflammatory middle ear process (chronic adhesions ; 
oto-scleresis) extended to the labyrinth and showed in a certain stage 
of ‘progression a refractory relation to the turning reaction while 
the caloric excitability, even though reduced, was still present. In 
these cases I would be inclined, because of this relation of the vestib- 
ular apparatus, to conclude that the fluid contents were intact but 
that at the same time the nerve-ends or the nerve itself had been 
injured. 

I had frequent opportunities to demonstrate such cases in the 
Austrian Otological Society where hereditary luetic individuals 
were in that stage of the disease in which labyrinth function had not 
been completely destroyed. I was of the opinion that this would 
explain the fact that caloric stimulation with intact lympho-kinetic 
apparatus is more effective than a physiologically adequate turn- 
ing stimulus; that in this stage of the affection the physiological 
stimulus was no longer adequate to develop the nystagmus reflex; 
on the other hand the caloric stimulus could still be produced even 
though in diminished form. It is a fact that only those cases pres- 
ent this phenomenon negative in which the affection is a 
bilateral one, for in unilateral cases the turning nystagmus may 
still be determined on both sides by means of the healthy ear. The 
caloric stimulus is more effective because spontaneous nystagmus is 
either slightly or not at all influenced by turning while caloric stimu- 
lus still distinctly develops such nystagmus. 

We note therefore that not only spontaneous but also artificial 
nystagmus depends for its diagnostic significance not only on the dif- 
ferential diagnosis between diseases of the labyrinth and retro- 
labyrinthine affections but also on the important data for differen- 
tiation of the several forms of labyrinth diseases: It makes possible 
the differentiation between diseases of the lympho-kinetic apparatus 
and the nerve portion of the labyrinth. 
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ALTERATIONS OF ORIENTATION IN LABYRINTH 
LESIONS AND OF THE CENTRAL 
NERVOUS SYSTEM. 


Pror. F. LAsacna, Parma, Italy. 


De Cyon affirmed the following principle: Sensations derived from 
stimulation of the nerve-terminals of the semi-circular canals are 
sensations of direction, both in man and in the higher mammalia, 
and are of primordial orgin. (The number of these sensations is 
also primordial. ) 

We recognize only three fundamental directions, viz: horizontal, 
vertical and antero-posterior. 

A semicircular canal corresponds to each of these specific sen- 
sations of direction. 

‘‘he perception of direction, especially of selected direction, pre- 
cedes all other movement. 

The exact orientation in the three planes of space, that is to say, 
the choice of direction, in which the movement and co-ordination 
of the canal of inervation takes place, is the specific function of the 
semicircular canals. 

The sensations derived from the stimulation of the canals are sen- 
sations of direction, Animals, that possess only two pair of canals, 
can “orient” themselves only in two directions ; those that have one 
pair, only in one direction. 

De Cyon’s experiments with the human labyrinth led him to these 
conclusions : 

First. ‘The constant mistake in determining the direction, mani- 
fested in the dark, during the rotations of the head, depends upon 
the change of the planes of the three canals. 

Second. ‘The most frequent errors, in the rotations of the head, 
are those in the horizontal direction. 

Third. The frequency. of errors in direction seems to be alto- 
gether independent of the nature of the stimulus. 

In numerous researches de Cyon showed that the normal func- 
tion of the non-acoustic labyrinth is orientation; von Stein has de- 
vised methods of investigation for static and dynamic orientation 
regarding the labyrinth which are briefly: 

Static Orientation: 

(2) Examination while standing on the ground with feet together 
-——(1) on the toes of both feet; (2) on the sole of one foot. 


922 


LASAGNA: ALTERATIONS OF ORIENTATION. 923 


(b) Examination with the goniometer of von Stein with the tip 
of the toes downwards, or resting on the ground with toes up and 
the outer ridge of the foot downward. 

(c) Orientation of the head and body with a stick in regard to 
the vertical or to the horizontal plane. 

DYNAMIC ORIENTATION, 

(a) Dynamics of the lower extremities: (1) marching forward 
and backward on both feet; (2) jumping forward and backward 
on the tip of toes, and (3) jumping on the ground with both feet, 
to the right and to the left; (4) turning completely around with 
closed or open eyes. 

(b) Dynamics of the upper extremities. Using such systems of 
investigation, von Stein was able to establish in the non-acoustic 
labyrinth experiments static and dynamic orjentation. 

In the static experiments with eyes closed the patient falls, or is 
unsteady, while standing on one foot or on two, varying with the 
severity of the lesion. 

With the goniometer the patient oscillates without falling. 

In dynamic experiments the patient has a tendency to keep his 
legs apart and vacillates either to one side or to the other; if he has 
labyrinthine lesions it is unilateral; if the patient is not able to 
compensate, he inclines more to the diseased side. 

Exaggerated stimulation of the labyrinth may cause the patient 
to fall on the diseased side; destruction of the labyrinth produces 
uncertainty in standing and in walking, especially with eyes closed. 

In rapid and bilateral destruction of the labyrinth we first notice 
a complete disorientation, as the patient can neither stand upright 
nor move a step, but gradually orientation returns to normal by a 
compensation of the muscular system. 

Recent experimental clinical research have demonstrated the func- 
tions of orientation of the non-acoustic labyrinth and the changes 
in orientation conform to the changes in the labyrinth. 

During the world war, other phenomena of disorientation were 
often discovered due to deep wounds of the frontal lobe, especially 
observed in the researches of Pierre Marie and Béhague. 

This new syndrome is of special interest to those who study laby- 
rinthe lesions, as it may also cause alterations of orientation. I have 
also had occasion to study one of these cases of lesions in the frontal 
‘lobe; I could thus observe the two syndromes in order to come to 
conclusions useful for our researches. 

The cases of Pierre Marie are as follows: 
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Case 1. Patient dares not leave his ward alone, and when in the 
court yard he cannot find his dormitory ; he cannot turn to the right 
or left. During the night the phenomena are more evident. 

Case 2. The patient walks aimlessly to get to a certain spot, but 
never reaches it. 

Case 3. If the patient turns around, even once, he loses all 
orientation. 

Case 4. When the patient goes out in the dark, even in places 
known to him, he loses all sense of locality. Lying down in bed, 
with his eyes shut, he has no sense of direction. 

Pierre Marie was, however, often obliged to subject the patient 
with a frontal wound to tests: He placed the patient bandaged in 
a dark room and made him turn first to the right, then to the left, 
stopping him before a wall of the room; the patient never knew 
where he was, a thing that never happens in a normal state, or to 
a person wounded in other parts of the head. 

Pierre Marie thus established that changes of orientation are asso- 
ciated with deep lesions of the frontal lobe and the phenomena of 
disorientation are more or less serious, according to the depth of 
the wound, and also irrespective whether right, left or bilateral in 
location. 

Pierre Marie also found the normal caloric reaction of Barany 
and of the Voltaic vertigo ; a normal muscle sense of balance and no 
tendency to fall with eyes shut; normal memory. Rare epileptic 
conditions. 

He explains the phenomenon as that of a lesion of the associated 
fibres that start from this lobe and are distributed to the different 
parts of the brain, specially to the rolandic, occipital and temporal 
zones, forming the angulus and the unciformis. When the latter 
is wounded there is a total disorientation. 

To the observations of Pierre Marie, I can add those which I 
noted myself in the case of a soldier during the war and which 
contain interesting data. 

A. R., aged 32, a soldier, wounded in the head two years ago by 
a piece of shrapnel; he lost consciousness immediately and remained 
unconscious for some days. The bone over the right fronto-parietal 
region was found destroyed and depressed and splintered for a 
length of six cm. and a width of about five cm., with a sloughing 
of the cortical portion and a bad laceration of the meninges, but 
no motor or sensory changes. 

The patient was operated, the splintered bone fragment, sloughed 
cortex and injured part of the meninges removed. After three 
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months the operated area healed with intact cutaneous covering, .but 
with permanent depression. 

He showed no psychological changes, motor or sensory disturb- 
ances or convulsions. The only functional change experienced by 
the patient from the outset was in orientation—lying in bed at the 
end of a ward he could not make out whether the wall was on the 
tight or on the left side. 

Returning from the treatment room he went to the right instead 
of the left. Walking in the court yard, where there were inany 
doors, he entered the wrong door. 

At night his mistakes in orientation were still more aed: 
trying to get to a fixed point he often turned around and failed t % 
reach it. 

When he entered our medical division I carefully studied the 
man and found his wound apparently completely closed; the radio- 
giaph showed a loss of bone substance; the general examination 
did not show any sensory or motor disturbances. 

When taken into a large square porticoed court yard, and di- 
rected to return to his ward, he generally went toward a door which 
led to another yard and not to his ward; when taken about a gar- 
den for some time and told to find his way out he again went in a 
wrong direction. 

When placed in a dark room he was unable to locate familiar 
pieces of furniture near the walls. This test was repeated and his 
lack of orientation was always evident. 

The acoustic and non-acoustic labyrinthe tests showed completely 
normal static and dynamic orientation. 

In my case also, therefore, the patient with a deep wound in the 
frontal lobe and extensive cortical and medullary destruction def- 
initely exhibited the syndrome of disorientation. This syndrome 
is evidently of importance to otologists when combined with findings 
in. the non-acoustic labyrinth and with labyrinthine alterations. 

Until now it has been claimed that the sense of orientation in 
space was exclusively in conjunction with the functions of the 
semi-circular canals. 

This new syndrome of Pierre Marie, confirmed by my case, modi- 
fies our views on this subject. 

So, if injuries to the frontal lobe present changes of orientation 
it is evident that they possess functions independent of the semi- 
circular canals. On the other hand, if in such lesions there are 
modifications in the static or dynamic orientation we must also con- 
clude that the frontal lobe does not possess these functions. 
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So, from the combination of these functions of the frontal Icbe 
and of the non-acoustic labyrinth in normal and pathological con- 
ditions it has been proven that the semi-circular canals have the 
selective function of static and dynamic orientation and_ together 
with the frontal lobes the sense of orientation in space; that the 


frontal lobe alone has not the function of static and dynamic 
orientation. 


It will, however also be necessary for our otologic information to 
complete these clinical researches with further observations so as 


to establish with greater accuracy in what part of the frontal lobes 
this important orientation-sense is located. 


REPORT OF A CASE OF PERITONSILLAR ABSCESS 
FOLLOWED BY PHLEBITIS OF INTERNAL 
JUGULAR VEIN. 


eS Dr. J. C. Kirsy, Boston, Mass. 


The following short article bears relation to a recent description 
of peritonsillar abscess followed by sinus-thrombosis, written by 
Dr. Harris P. Mosher, who laid stress on the earlier operative 
diagnosis of such cases. 

Patient, adult female, 54 years of age. She complained three 
weeks before of a sore throat and her physician noticed that the 
right tonsil fossa bulged slightly into the pharynx. She gave 
every evidence of beginning peritonsillar abscess. She did not 
desire to have any treatment for it, because her previous attacks 
of tonsilitis had subsided and she hoped that the present condi- 
tion would do the same. Her throat, however, never felt entire- 
ly well. In the course of two weeks’ time she caught cold and 
the condition in the throat recurred with increased severity. 
The pain this time seemed to be more deeply situated and there 
_ was stiffness and soreness on the right side of the neck. Slight, 
if any, swelling was noticed. She was examined by her physi- 
cian who advised that she enter a hospital. The temperature 
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on entrance was 103°, pulse 110, respiration 20. Ice compresses 
‘were applied and regular medical treatment given. 
The next morning her temperature was 99°, pulse and respira- 
tion the same as previously mentioned. That afternoon her tem- 
. perature was 104°, pulse 115, respiration 20. In the evening she 
had a chill. The neck became a little more painful and there 
was a little induration along the inner side of the stern-mastoid 
muscle. There was no fluctuation. The patient felt very sick. 

The examination on the third day was as follows :—Nose— 
nothing abnormal, septum fairly straight. 

Ears—negative. Throat—tonisls large and:creptic, with no 
marked difference in size. The right tonsil was very tender on 
palpitation. Pharynx—congested throughout. Larynx—nega- 
tive; no oedema present. No masses were felt on palpitation of 
the floor of the mouth or at the base of the tongue. Externally 
there was a slight amount of induration along the inner side of the 
sterno-mastoid muscle, extending towards the angle of the jaw on 
the right side. This was very tender but it did not fluctuate. 

Operation :—An incision was made along the inner. border of the 
sterno-mastoid muscle, muscle retracted and the caroted sheath 
exposed. At the junction of the facial vein with the internal jugu- 
lar there was a small mass about the size of a twenty-five cent 
piece. This was explored and found to be full of pus. On the 
outer border of the vein a small gland the size of a pea extruded 
pus. The operation was completed by placing a drain in the ab- 
scess cavity. The after treatment was that of the ordinary char- 
acter: hot applications were applied, changing of drains. The 
patient was discharged well at the end of the eighth day. 


FIBRO-LIPOMATA OF THE MEMBRANA TYMPANI— 
CASE REPORT. 
Dr. Eart VERNON, Chicago, 


Reviewing literature on the subject of pathological conditions of 
the membrana tympani, I am led to believe that fibrolipomata of this 
organ is rarely seen. And in talking with men in this specialty, 
have not found any who have seen a case, a fact that would tend to 
strengthen my belief. I, too, have never before seen a case like 
the one to be related. 

Reviewing the anatomy of the membrana tympani, it will be read- 
ily seen how fibrolipomata of this organ may occur and one is sur- 
prised at the lack of reports in the literature, if they are common 

Anatomy: ‘The membrana tympani is composed of three layers: 
an external (cuticular), a middle (fibrous), and an internal or mu- 
cous layer. 

The cuticular layer is derived from the integument lining the 
external auditory meatus. The fibrous or middle layer (membrana 
propria) consists of two strata: external or radiating fibers (stratum 
radium ), which diverge from the handle of the malleus, and internal 
or cuticular fibers (stratum circulare), which are plentiful around 
the circumference, but sparse and scattered near the center of the 
membrane, 

The inner or epithelial layer is mucous membrane (stratum mu- 
cosum), which is a portion of the mucous membrane of the drum 
cavity. (Gray). 

The epithelium or outer layer of the drum membrane is easily 
separated from the underlying fibrous one, as is frequently shown 
by its early perforation when the drum membrane is the seat of 
inflammation. This fact can also be demoustrated clinically by the 
use of extreme forced suction on a normal ear drum, producing, 
as a result, separation of the outer layer from the middle one form- 
ing a hematoma or a bleb. 

Case: Mr. C., age 35, farm advisor; family history negative, 
especially as to hearing. Personal history always healthy until 1919, © 
contracted influenza with severe ear complications of acute sup- 
purative otitis media in each ear, discharge from the ears lasting for 
about four months. He claims to have had no trouble in either 
ear from that time until about four weeks previous to consulting 
me on July 7, this year. He then came with the history that during 
the past three or four weeks he has had occasional slight warnings 


of pain in the left ear, not severe or continuous. He was, there- 
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fore, not alarmed, but as a matter of precaution, came to learn as 
to whether or not there was any trouble present. 

Examination: Hearing: Various tuning fork tests, watch test 
and whispered and spoken voice showed hearing in that ear to be 
quite normal, notwithstanding the fact that .he Weber seemed to 
have a tendency to lateralize to the left ear. 

Inspection: Inspection showed nothing pathological externally 
and manipulation of the auricle gave no suggestion as to the con- 
dition. The drum membrane was easily seen without a speculum. 
the external auditory canal being reasonably large. An elevated, 
circumscribed, smooth, round, whitish appearing tumor-like mass 
could be seen to rroject prominently outward from the membrana 
tympani at the juncture of the short process of the malleus with the 
anterior fold, it being below the fold and anterior to the nfalleus. 
Further inspection with aural specula and the use of Siegel’s otoscope 
actually verified its location and appearance. The membrane was 
quiescent, no perforation seen and none elicited on Valsalva. No 


debris were in the external auditory canal, indicative of any pre- 
vious recent active inflammation of the nature of erosions or sup- 
puration. 

Conclusions: 1, therefore, concluded that I had to deal with a 
non-inflammatory, non-suppurative, non-malignant, pathological 
process with the probability pointing to its being a lipomata of the 
membrana tympani. 

Removal: Without anesthesia, careful inciston was made from 
above downward across the mass without bleeding. It was neces- 
sary to enlarge the size of the wound, my first opening not being 
large enough to permit the tumor to come away. 

By the use of the hook I was able to lift the tumor from its bed 
and deliver it with the loss of only four or five drops of blood. 

I might say that the appearance of the tumor in the ear showed 
it to be about the size of an ordinary pea. Looking at it with Siegel’s 
otoscope, of course, it looked much larger, but after removal it was 
actually no larger than a small pea. Microscopic examination showed 
that it had all of the characteristics and properties of a fibrolipoma. 


West Madison Street. 
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OTIOBIOSIS (EAR TICK DISEASE), 
Dr. Noxon Toomey, St. Louis, Mo. 


The natives and early colonists of Mexico were the first to become 
familiar with tick infestation of the ears. The ear ticks were not, 
however, recognized as belonging to a distinct species. They were 
described along with the other ticks found on man, under the primi- 
tive name Jxodes hominis, Koch, 1844.1? Special attention, for the 
first time, was drawn to the ear tick, in the manuscript reports of 
the French surgeons and veterinarians who accompanied the French 
army that invaded Mexico in 1864. The horses of the expedition 
were frequently infested, and not a few cases occurred among the 
soldiers. The first instance of the infestation of man, to appear in 
print, was recorded by Guérin in 1867. The ear tick was not, how- 
ever, recognized as a separate species before the appearance, in 1883, 
of Alfred Dugés technical description of the tick.* Dugés named 
the ear tick Argas Mégnini, in honor of his former teacher, Professor 
P. Mégnin, of Paris. A new description with illustrations of the 
tick was published by Mégnin,® based upon specimens sent to him 
from Mexico by Dugés. The life history of the parasite was first 
described by Hooker in 1908.7 


Etiology. The tick that normally invades the ears of cattle and 
man, the “spinose ear tick,” is an ectoparasite belonging to the fam- 
ily Argasidae. It is no longer considered a species of the genus 
Ornithodoros, as it was made the type species of a new genus by 
Banks in 1908.1* Its proper technical name is now Otiobius megnini 
(Dugés, 1883), Banks, 1908. 

O. megnini ranges throughout Mexico and the states of the Union 
along the Mexican border. In Mexico the state of Guanajuato is 
said to be most heavily infested ; in the United States, Arizona, New 
Mexico and Texas are most heavily infested. It is also established in 
Louisiana, part of Nevada and the southern portion of California. 

This parasite has been reported from Idaho, Nebraska, Kansas, lowa 
and Kentucky, probably due to infested cattle having been shipped into 
those states from the endemic area. It is not likely to obtain a permanent 
foothold in the latter states. 

There is no well marked seasonal prevalence ; though, in Mexico, it 
is said that ear ticks are found more frequently in the dry, hot sea- 
sons. 
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Parasitology. ‘The primitive hosts are the wild mammals of the 
tropical and subtropical prairies, particularly the hares and gophers. 
Among the domesticated animals those most infested are beef cattle 
and sheep. Horses, asses and dogs are less frequently attacked. 

Excepting Rhipicephalus bursa and R. evertsi, the life history of 
O. megnini is unique amongst the Ixodoidea in that only one moult 
(larva to nymph) takes place upon the host and the nymph stores 
up enough food to make it unnecessary for the adult to feed before 
fertilization and ovoposition take place. FR. bursa and R. evertsi have 
the same life history (see Fig. la). 

The first or larval stage is very active. It is in this stage that 
the tick enters the ear. Having gained entrance to the ear, they 
penetrate deep down the canal and bury themselves between the 
folds of skin. After gorging themselves for six or seven days (the 


Fig. 2. 0. megnini, larva, dorsal and ventral aspects (from Salmonand Stiles) 


extremes being five to twelve days) they moult into the nymphal 
stage. The nymph continues to feed for several weeks and some- 
times for months (31 to over 200 days). ‘The nymph leaves the 
sar in from one to four months, depending upon the season, and 
then buries itself in the ground or in crevices of trees, posts, barns, 
etc. After about seven days in mid-summer or early autumn, they 
shed a membranous skin and appear as adults without spines. Fer- 
tilization then takes place and ovoposition commences. The eggs 
are often deposited on the ground. Hooker believes the fertalized 
female to be negatively geotropic, as he noticed that they crawled up 
posts, shrubs, etc., and deposited their eggs on such objects at about 
the level of the beef’s head when in the act of grazing. This tropism 
he correlates with the parasitic activities of the larvum, and con- 
siders it an acquired mechanism favoring access to the ears of cattle. 
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After ovoposition is completed the female dies. Eggs are not laid 
by unfertalized females; the latter may live for at least twelve 
months and possibly much longer. Mégnin states that he kept 
some QO. megnini alive for two years without feeding. Hooker be- 
lieves that the adults probably never feed. This view gains sup- 
port from the fact that the adult capitulum is very small and that 
the hypostome is unarmed. 

In hot weather the egg hatches into the larvum in as short a time 
as eleven days, but in more temperate weather two or three weeks 
are required. The young larvum enters an ear of an animal or man 


Fig. 3. O. megnini, unfed nymph, dorsal and ventral aspects (from 
Marx). 


at the first opportunity. They may, however, live for three months 
without feeding. 

Robledo”™ states that O. megnini may transmit relapsing fever. 
The same statement occurs in Doflein’s “Lehrbuch der Protozoen- 
kunde” (page 817), but has not otherwise been confirmed. 

Description of the Parasite: This tick is remarkable for the dif- 
ference in appearance between the spiny nymphal form and the 
adult stage. 


The larva is an elongate ovopyriform hexapod, with a long terminal 
capitellum; it measures 0.6 mm. from tip of hypostome to posterior ex- 
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tremity, but gorged larvae attain to 4. x 2, mm., and are then nearly 
oval. The integument is finely striated with symmetrically arranged pits, 
from which bristle-like hairs issue. The unengorged larva is white, the 
gorged larva is violet brown. Capitulum: hypostome 2|2, almost as long 
as palps; palps: articles 2 and 3 equal, 1 and 4 short; large pits in inter- 
coxal spaces 1 and 2. Pulvillum small. , 

The nymphal stage is covered with spines, hence the popular name. 
The body is lozenge-shaped, slightly longer than broad, rounded anterior 
to third legs, suddenly contracted posterior to them; 3 to 4 mm. long 
when unfed; gorged stage measures 5.5 x 8.5 mm. Color, unfed, earthy 
yellow; replete, violet brown. Integument, both ventrally and dorsally, 
is beset with posteriorly directed spines or bristly hairs; the dorsal spines 
are crowded and form a crescentic area anteriorly with horns extending 
posteriorly to legs 3; the rest covered by bristly hairs; ventrally the 
spines extend to the anus. Integument finely striated, pits absent. Anus 
transverse, very small. Capitulum subterminal in first-stage nymphs, in- 


Fig. 4. O. megnini, male, dorsum and ventral aspects (from Nuttall and 
Warburton). 


ferior in later stage nymphs, elongate, base as long as palps; hypostome 
lanceolate, dentition 4/4, with 7 to 9 teeth per file; palps thick with a 
few simple hairs; chelicerae (see Fig. 1,4). Legs long and strong; 
coxae almost marginal, short but broad; joints cylindrical, relatively 
short, terminal portion elongate, claws strong, pulvillum absent, hairs 
scanty. 

The adult body is panduriform, being broadest at level of third legs, 
and suddenly contracted behind fourth pair. Eyes absent. Integument 
with small circular, shallow pits with short central hairs, the whole 
surface being finely granular. On the veniral surface, between the two 
post-anal grooves, extremely small and crowded spines. Pre-anal groove 
absent. Capitulum is very small and short; hypostome short, broad 
basally, rounded distally, unarmed. Palps thick, joints relatively broad 
and short. Legs comparatively thinner and shorter than in nymph. For 
chelicerae and other details, see Fig. 1, e-f. Color brownish violet or 
black. Size: female, 5. to 7. mm. long by 3.5 to 4.5 mm. wide, males 
somewhat smaller. 

The eggs are large and dark brown. 


The Ear Lesion in Man. It is seldom that more than one or two 
ticks are found in any single human ear. ‘The tick or ticks are 
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almost invariably found resting in the lumen of the bony portion of 
the canal. The tick removed by Simpson had been found spread 
out over the tympanic membrane. The ear tick does not imbed its 
rostrum into the epidermis nearly so tenaceously as does the dog or 
wood tick, /rodes ricinus, and related species. Compared with in- 
sect infestations of the ear, surprisingly. little cerumen is secreted 
as a result of the presence of the invader in the ear, though an in- 
creased amount is invariably noticed. In one of the ears of the 
patient reported by Simpson,” the canal was practically occluded 
by cerumen. Subjective symptoms are often very slight and infre- 
quent, as a result of which the presence of the tick may go un- 
noticed for several weeks. Besides the common feeling of fullness, 
the other sensations are described as of a tickling or ringing qual- 
ity rather than the frank scratching felt after a beetle has crawled 
down the canal. Throbbing may occur, but is not so frequent as in 
invasions of the canal by larvae. Likewise, dizziness and nausea 
are not so common as in myiasis. Excruciating pain may occur at 
times. Bleeding never occurs. It seems likely that the tick secretes 
an exotoxin that has a slight keratolytic effect. Damage to the 
skin of the canal is slight when the infestation has lasted for only 
four or five weeks. Most cases of longer duration are, however, 
complicated by secondary mycotic invasion—more frequently by 
the saprophytic moulds than by the penetrating fungi. In time a 
chronic eczematoid dermatitis results. Furunculosis or cellulitis 
are not common complications. 


When serving as a medical officer with the National Guard of Penn- 
sylvania, while the latter was stationed at Camp Stewart, near El Paso, 
Texas, during 1916, I removed an ear tick from one of the men of the 
Fourth Inf., Pa. N. G. The tick was found incidental to the removal of 
impacted cerumen: Though the cerumen was syringed away by use of 
a small urethral (pee) syring, the only instrument available, the tick 
could not be dislodged by use of so small a syringe. After the canal 
was cleared, I introduced a probe tipped with cotton wool soaked in 
chloroform. After three minutes had elapsed, I was able to joggle the 
tick out of the ear without scratching the canal. The tick proved to be 
a young nymph of Oticbius megnini. It probably had been in the ear 
some six or seven weeks and had produced no other disturbance except 
a slight itching deep in the canal. An excellent illumination of the 
canal was obtained by reflecting sunlight from a large concave dental 
mirror held in the left hand, retraction of the auricle being maintained 
by an orderly. 

I am indebted to Dr. Fernando L. Arguelles of El Paso, for showing 
me five ear ticks that he had removed from three Mexicans. Two of 
the patients had had two ticks each. Only one of the patients had an 
eczema as a sequel. 


Though other mites may occasionally be found in the ears of 
animals, they have not been especially noted in the ears of man. 
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The inexperienced may mistake the six legged larva for a beetle. 
The beetles usually found in the human ear canal may in a popular 
way be described as six-legged, relatively very much narrower than 
the larval ear tick, and with longer, more jointed legs, free from 
hairs ; their mouth parts are much smaller, and the body surface is 
apt to be more convex and shinier. 


Treatment. Cause the tick to release its hold on the canal by 
narcotizing it with chloroform vapor introduced into the canal on 
a cotton wound probe. It may then easily be removed by syringing 
the canal. Chloroform or ether not being available, one should in- 
still liquid petrolatum or any bland oil into the canal. These instil- 
lations close the breathing pores of the tick and cause it to release 
its hold. After two or three minutes it may be removed by aural 
forceps or syringing. ‘The tick, if not dead, should be killed by 
crushing or prolonged exposure to chloroform vapor. A complicat- 
ing eczematoid dermatitis is almost invariably mycotic in origin and 
is best treated with an ointment containing salicylic acid and benzoic 
acid, three per cent each, in any neutral base. 


The Treatment of Animals. Owing to the position occupied by the 
ticks on the host, the dipping of live stock in the ordinary tickcides will 
not reach and destroy the ear tick. Hence each animal must be treated 
separately. Only local treatment is of any avail. Good results are 
ordinarily secured by flooding the ear with a half ounce of crude pe- 
troleum or pine tar cut down with half the amount of cotton seed oil. 
Carbolated olive oil or linseed oil, as recommended by some, are unwar- 
rantedly expensive. These instillations cause the ticks to release their 
hold; the oil having entered their breathing pores and caused a partial 
asphyxia. The ticks may then be scraped out of the ear. The best 
instrument for removing the ticks is a straight probe made of bailing 
wire, six inches long with a loop a half inch long by a quarter inch wide 
at one end. The ticks should be killed by crushing or dropping in 
kerosene. The tar-oil mixture should we well worked into the ear by 
manual manipulation; it will then protect the ear from reinfestation for 
about a month. The cattle are best handled by running them through 
a branding chute or dehorning chute with squeeze gates.21 


Prophylaxis. An ineradicable reservoir of ear tick infestation is 
found among the wild mammals of the sub-tropical prairies. In- 


festation of cattle may be prevented by instilling the pine tar-cotton- 
seed oil mixture into the ears once monthly. 


Man is probably most frequently .infested during the tropical 
sand storms. Obturatcrs- of cotton wool would hence be of some 
value. Persons who are exposed to horses or cattle that are in- 
fested with ear ticks, or to sand storms, should have their ear canals 
inspected by a surgeon every three or four months. The following 
is quoted from Pierce :** 
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“We should be familiar with this tick since a considerable part of our 
military activities in this country have been and will probably continue 
to be in the Southwest where the species abounds. It is probable that 
by exercising some care in locating camps and in choosing places for 
sleeping, some degree of immunity from attack will result. The seed 
ticks are, of course, concentrated about feed lots, corrals and watering 
places of live stock and these should be avoided in choosing a camp site.” 

Synonyms: Ear Tick Disease, the Spinose Ear Tick; Spanish: las gar- 
rapatas; French: les garrapates. ° 

Zoologic taxonomy: Ixodes humanus, Koch, 1844 (pro parte), invalid 
for specific name; Argas megnini, Dugés, 1883; Argas americana (olim 
Packard, 1878), Townsend, 1893, in error for Argas persicus; Rhynchoprion 
spinosum, Marx, 1895; Ornithodoros megnini, Neumann, 1896; Ornitho- 
dorus (sic) megnini, Amberg, 1910, in error. 


LITERATURE. 


Kocu: Arch. f. Naturgeschte, 1844, 10:217-239. 

MoqQuin-TANDON: Zoologie médicale, 1860, p. 279. 
Guerin: Bull. de la soc. de chir., 1867 (2), 8:444-445. 

Duces: La naturaleza, Mexico City. 1883. 5:195. 

MEGNIN: J. de l’anat. et de la physiol., 1885, 21:472-475. Pl. XXI. 
BLANCHARD: Traité de zool. méd., 1890, Vol. II, p. 338-339. 
TowNseNpD: Jour. N, Y. Entom., Soc., 1893, I (2), 49-52. 

Marx: Proceed. Entom. Soc. of Wash., 3:195-201. 
STILES and HaAssaAr: U. S. Dept. of Agric., Bureau of Animal In- 
dustry, Circular No. 34, 1901, 2 pp. 

10. SALMON and StTILes: 17th Ann. Rep., Bur. Animal Industry, U, S. 
Lept.-of Agric., 1901, pp. 410-411. 

11. Stmpson (and WHEELER): The Lancet, 1901, 1:1197-1198. 3 fig. 

12. Weer: Jour. Queckett Microscop. Club., 1901 (2), 8:61-62. 2 fig. 

13. THEOBALD in Braun: Animal Parasites of Man, 1906, p. 374, 

14. Hooker: Jour. Econ. Entomol., 1908, 1:34-51. 

15. Nutratt and Warsurton: Ticks. A Monograph of the Ixodoidea. 
Cambridge. 1908, Part I, 71-77, 103-104; 1911, Part II, 330-331. Illus. 

16. Banks: U.S. Dept. of Agric., Bur. of Entom,, Tech. Ser. No. 15, 
1908, 61 pp., 10 pl. 

17. Rostepo: Bull. de la soc. exot., 3:117, 

18. Amperc: Arch. f. Ohrenheilk., 82:273-274; abst. Monatsh f. Ohren. 
1910, 45 (1), 70. 

19. Ewine: Trans. Acad. of Sci. of St. Louis, 1912, 21:1-70. 

20. Herms: Medical and Veterinary Entomology. 1915, pp. 328-329. 
Illus. 

21. Imes: U, S. Dept. of Agric., Farmers’ Bull. No. 980, 1918, pp. 3-8. 
Illus. 

22. UNDERHILL: Parasites and Parasitosis of Domestic Animals. N. 
Y., Macmillan. 1920, pp. 140-141. Illus. 

23. Pierce: Sanitary Entomology. Boston, Badger. 1921, pp. 424-426, 
433-484, 444-445. Illus. 


307 Lister Building. 


& 
: 


EPIPHORA AFTER EXTIRPATION OF LACRIMAL 
SAC.* 


Dr. JoHNn J. GitBert, Providence, R. I. 


Epiphora is the most common sign and the most distressing symp- 
tom of infections of the lacrimal sac. Hence, its persistence follow- 
ing extirpation of the lacrimal sac is disconcerting. This operation 
has been the one of choice in removing a hazardous infection, as far 
as vision was concerned. Investigation proves that in a majority 
of cases, so treated, epiphora persists and continues to be a trou- 
blesome factor. 

Ophthalmologists, who are firm adherents of this operation, have 
contended that on removal of the purulent focus, little or no epiphora 
remained, since the reflex cause of stimulation of tears had been 
removed, or that there was a rapid decrease in the amount of 
epiphora as a result of an atrophy of the lacrimal gland, which fol- 
lowed the removal of the sac in toto, etc. 

To get some data on the persistence of the epiphora after cystec- 
tomy, I sent for cases operated upon at the Massachusetts Charitable 
Eye and Ear Infirmary. I examined these cases personally, and 
selected 45 for study. These cases were those that presented no 
operative, or post-operative complications, such as fistula, or any 
form of suppuration, leaving as a basis of this report clean, healed 
examples of complete removal of the sac. My examinations were 
made in November, 1920. The cases included those operated upon 
for mucocele and stenosis following the abscess forms. 

Of this group of 45 cases, 13 were operated upon up to June, 
1919. Four of these got a moderate amount of relief from epiphora 
and were satisfied. The remaining cases got slight relief. When 
exposed to the wind, cold and after prolonged use of the eyes, the 
epiphora was made worse. In 3 cases the use of glasses proved 
troublesome. Seven of these cases were dissatisfied and were will- 
ing to undergo further surgical procedures for relief from epiphora. 

Sixteen cases were taken from the cases operated in 1918. Four 
obtained good results. These began to improve about one year after 
operation and the patients were satisfied with the final results. In 
each of these cases there was a moderate epiphora, requiring from 
6 to 8 wipings a day while indoors, and slightly more outside; pools 


*From the clinic of Massachusetts Charitable Eye and Ear Infirmary. 
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of tears collected at the inner canthus and were ready to run over 
the cheeks from time to time. In 10 cases the results were poor. 
Everyone declared there was little difference since operation. The 
number of wipings estimated was from 50 upward for a day. They 
were dissatisfied and were among those willing to undergo further 
surgical procedure for relief. Four of the cases attempted to wear 
glasses, but experienced difficulty on account of the moisture get- 
ting on the lenses, and the need of wiping away the tears frequently. 

In 1917 I have notes of 8 cases. Of these, one stood out as 
being unrelieved since operation and the patient’s opinion on this 
was expressed as follows: “I wipe tears from my eye continually.” 


‘It seemed as bad indoors as outside. She would not estimate the 


number of times she wiped her eye daily, but thought it was well 
over 75 times. The eye was amblyopic, and so she did not note 
any great interference with vision. On examination, tears collected 
rapidly and the patient wiped them away just as they seemed ready 
to flow over the cheek. Two cases were moderately relieved after a 
year. All, at the time of examination, showed moderate epiphora, 
which meant wiping away tears a few times during the examination. 
This was increased in cold weather, wind and while reading. They 
felt that the operation did not relieve the epiphora satisfactorily. 
Six cases were operated upon in 1916. For about a year the 
relief in all cases was slight. Improvement continued slowly after 
that time. In 2 cases there had been considerable relief, so that at 
the present time there was slight epiphora only, not enough to flow 
over the cheeks during examination. There seemed to be no inter- 
ference with vision because of it, It was necessary to wipe away 
the tears 6 to 8 times a day. Both of these patients were’ satisfied 
with the results. The other 4, however, presented a decidedly differ- 
ent condition; one continued to have a moderate epiphora after a 
year and claimed there was little relief. Thirty to forty wipings a 
day were required. Wiping her eyes had become a habit with her, 
and she did not realize that she had wiped her eye freely while 
being interviewed, yet she did so 3 times in 30 minutes required for 
history and examination. There was a traumatic dermatitis extend- 
ing down over the cheek from irritation of tears and wiping. This 
she described as of frequent occurrence, especially during cold weath- 
er, when the epiphora was markedly increased. The other 3 cases 
of the group seemed moderately relieved. They claimed tears ran 
over the cheeks in the cold or windy weather. One case, a myope, 
wore glasses, which she needed because of poor vision. She com- 
plained that she was annoyed greatly, because it was necessary to 
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take the glasses off frequently to wipe moisture from them, or tu 
wipe the eye. If the tears were allowed to remain they blurred or 
magnified and distorted objects. When she closed her lids to force 
out the excess of tears the glasses were speckled with moisture and 
had to be removed and cleansed. 

There was one case operated in 1915. The epiphora was as 
marked as before operation for about a year. Improvement had 
been slow since then, until at the time of examination there remained 
a moderate epiphora. This was troublesome outside, but it did not 
interfere with work greatly. On examination, there was a collection 
of tears at the inner canthus, which seemed ready to overflow. This 
happened 2 times during the interview. 

The oldest case was of 8 years duration. Like the preceding one, 
there was no appreciable relief to the patient for over 2 years. Then 
he felt it had improved, or that he “had gotten used to it.” At the 
present time he was troubled in the cold weather. The condition 
was not made worse by reading and while inside he was comfortable. 
No improvement has been noted for the past few years. Glasses 
were worn and these “steamed up” from the moisture from the eye 
at times. Examination showed a fairly good result. There was a 
small pool of tears at the inner canthus, not enough, however, to 
cause wiping. 

SUMMARY. 

From this study of 45 cases there was not a case free from 
epiphora 1% years after cystectomy. 

In about 50 per cent of cases the epiphora persisted 2 to 5 years. 

In the majority of cases the epiphora was severe and was made 
worse by the wind, cold and prolonged use of the eyes. 

In most cases the patients denied relief from the tears and were 
willing to undergo further surgery for relief. 

CONCLUSION. 

These results indicate that the operation of cystectomy, while of 
great value in removing a source of infection, leaves a trouble- 
some epiphora in most cases. 
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THE EARLY STAGES OF HYPERPLASTIC ETHMOID- 
ITIS (LARVAL ETHMOIDITIS). 


Dr. SAMuEL McCutracu, New York. 


The onset of this disease is so gradual and insidious and its symp- 
tomatology so slight and indefinite that in the history taking of a 
fully developed case it is generally difficult or impossible to assign 
a definite date of onset. 

While it may be impossible to demonstrate these cases beyond 
controversy in their incipiency, the existence of beginning changes 
in this region can be assumed with a degree of assurance amount- 
ing almost to certainty in selected cases. 

The answer to the question—‘When is ethmoiditis?” has never 
been clear-cut. In what group of symptoms and at what period of 
their development is the term ethmoiditis justified? It is difficult 
to conceive of any acute or chronic affection of the nasal mucosa 
which is not reflected, duplicated or exaggerated in the lining of 
these cells. The fact that this disease is practically always an asso- 
ciated one and that it may be overshadowed by the accompanying 
condition, whether extra or intra-nasal; that it may be checked at 
any stage of its development, though retaining its potentialities for 
mischief, and that in the ordinary course of events its symptoms may 
be only of the annoying variety, may explain why its presence in the 
early stages has been so consistently overlooked or disregarded. 
Many times the skein of association is so tangled that “the acci- 
dental is mistaken for the essential, the responsive for the initiatory, 
coexistence for causation, the sign for the thing signified.” 

Skillern (Accessory Sinuses of the Nose, p. 332) says that “If 
no signs of purulent secretion or crusts be present, yet polypoid 
degeneration of the ethmoid mucosa apparent, we can safely make 
a diagnosis of chronic hyperplastic ethmoiditis” and “no conserva- 
tive treatment will suffice after the development of this disease.” 
Previously, in discussing the etiology (p. 326), he has described 
the causative factor as rather depending upon a protracted and more 
or less continual disturbance in the nutrition of the ethmoid cap- 
sule, than inflammatory changes with bacterial invasion. 

The profession looks to the specialist for a proper classification 
and definition of the ills that fall within his realm. It will scoff 
at ultra-refinement of classification, but failure to identify the early 
stages of a chronic condition cannot but be a reproach to diagnostic 


skill. As H. C. Wells aptly says, “There is a natural tendency in 
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the human mind to exaggerate the differences and resemblances upon 
which classification are based, to suppose that things called by dif- 
ferent names are altogether different and that things called by the 
same names are practically identical.” 

Changes in the mucosa lining, the ethmoid cells may be arrested 
at any stage between congestion and polypoid degeneration. The 
mucosa never becomes absolutely normal and the potentiality of 
development to maturity.ever remains present. It is impossible to 
predict the course these cases will take without prolonged obser- 
vation. Hence the term larval ethmoiditis is suggested to include 
all the cases in which changes is suspected but cannot be clinically 
demonstrated. By such a diagnosis recognition is given the fact 
that, either under conditions existent, whose influence cannot be 
instantly determined, or conditions unforeseen that may later super- 
vene, frank hyperplastic ethmoiditis with polypoid change may de- 
velop. 

To await the development of polypi before making a diagnosis 
of this condition is to err on the side of ultra-conservatism. To 
diagnose the condition in every case where changes in the ethmoid- 
mucosa are suspected might prove confusing for clinical purposes, 
though E. R. Faulkner (private communication) says that at least 
75 per cent of the cadavers examined by him show recognizable 
gross pathologic changes. 

Until very recently ethmoiditis has been regarded as a_ disease 
almost exclusively confined to adult life. A casual examination of 
the most recent works on pediatrics convince that the conception is 
still prevalent. The careful and painstaking work of Dean (Nasal 
Sinus Diseases in Infants and Young Children, Tr. A. L. R. O., 
1919) has been most convincing in the correction of this error. 
While his investigations have dealt mainly with the suppurative type 
of the disease, the field opened up for speculation is very broad. 

In one series of 234 children with adenoids, 13 years of age or 
younger, he proved microbic infection in 15 per cent. In a second 
series of 145 cases, 65, almost 45 per cent, were infected. It is fair 
to assume that practically every child in both these series would 
have shown inflammatory changes in the ethmoid mucosa. Of the 
sinuses, he finds the ethmoids most frequently involved. He also 
states (Paranasal Sinus Diseases in Children, U. of Iowa Studies in 
Medicine) that ‘‘when sinus diseases have been apparently cured, 
the cure may be more apparent than real.” 

The ethmoid cells, according to Schaeffer (The Nose and Olfac- 
tory Tract), “develop by the evagination of pits in the nasal mucous 
membrane of the fetus with consequent pneumatization of the prim- 
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itively solid structures of the lateral masses.” Subject as the nasal 
mucosa is to the insults of various irritants, microbic, chemical and 
mechanical,—it must be that in many infants that portion lining 
these primitive parts is diseased before pneumatization has much 
more than started and as a consequence the lining of these cells— 
the evaginating membrane—has always been diseased. 

The mechanical difficulties inherent in the examination of the 
ethmoid region of an infant or young child will always force de- 
pendence upon the history in making a diagnosis. The X-ray can- 
not be relied upon implicitly and its value is largely of a confirma- 
tory nature. 

The frequency of larval types of ethmoiditis will be better appre- 
ciated with this revised conception of the age at which this disease 
may commence. Dean states that the cures of the suppurative type 
are in some cases more apparent than real, which warning is echoed 
by Coffin (Discussion Tr. A. L. R. & O., 1921, p. 22), who says: 
“There is no security against recurrence in the ethmoid. You don’t 
know when these cases are well.” The fact that a diseased mem- 
brane is less resistant to infection than a healthy one causes the 


transfer of many of these cases at some stage of their development 


from the hyperplastic to the suppurative type. That the full flores- 
ence of the disease may be rapid is established by the fact that two 
children, age 5 and 6 years, respectively, came under observation 
during the past winter with nasal polypi, and radical operation was 
necessary upon two boys, aged 14 and 15, for complete bilateral 
occlusion due to polypi. 

For clinical purposes the etiological factors of hyperplastic eth- 
moiditis might be roughly divided into intra- and extra-nasal, though 
at times, both factors may be active. In both types the origina! 
cause may have disappeared or become so ameliorated as to be un- 
recognizable. Yet profound changes may remain in the ethmoids. 

The intra-nasal causes, such as anatomical irregularities, repeated 
local infections, etc., are so well recognized as etiological factors as 
to demand but passing mention. The tendency to disregard the ul- 
timate possibility of the long-continued action of a mild irritant, 
mechanical or chemical, must be combatted and close watch kept to 
prevent the development of a condition in which “no conservative 
treatment will suffice.” 

The exact etiological value to give to certain extra-nasal factors 
is problematical. The realm of speculation is entered, but the chal- 
lenging of theories, later, perhaps, to be proven false, focuses atten- 
tion and often leads to the closer observation that reveals the truth 
or prevents causation being mistaken for coexistence. 
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That disturbances of the gastro-intestinal tract and the endocrine 
glands, as well as protein sensitization, to mention a few of the 
important groups, are reflected in the nasal passages, has long been 
recognized, but the surface of the subject has but been scratched. 

The suggestive work of L. A. Coffin has been generally disre- 
garded and he has not pushed his studies in the field. There are 
three conditions of etiological significance in this tract—putrefac- 
tive toxemia, metabolic toxemia and protein sensitization. In the 
more advanced cases of hyperplastic ethmoiditis, with this under- 
lying or accompanying condition, local treatments and surgical meas- 
ures will never afford proper relief until the gut receives proper 
attention. A. Eustis (quoted by E. Zueblin, N. Y. M. J., 1918, 
vol. 10, p. 51), in a series of 158 asthma patients, found indicanuria 
in 98.3 per cent. J. C. Beck (Laryn., 1917, p. 425) claims that 
hyperplastic ethmoiditis is due to hyposecretion or disharmony of 
one or more of the ductless glands, and that the underlying cause 
is a focal infection and that the source thereof is most frequently 
in the intestinal tract. 

The vast amount of clinical interest and laboratory research now 
going, on in the field of endocrinology is bound to eventuate in a 
crystallization at least of the basic truths regarding these important 
glands and a better knowledge of their inter-relationship. 

The association of endocrine dysfunction and hyperplastic eth- 
moiditis is fairly common. Whether the solution propounded by 
Beck is the true one, time and a more careful and extended obser- 
vation will prove. There are probably other factors concerned also. 
Cases have been observed where such as ciation was not demon- 
strable. In some of those suffering from hyperthyroidism, it may 
have been that an acute or sub-acute sinus infection may have been 
the cause of the derangement of the normal thyroid function. Though 
the microbic element had disappeared, enough irritation remained 
to continue the condition. These cases of low-grade hyperthyroidism 
are easy to overlook, as the symptoms are vague, yet localized enough 
to direct the patient to seek relief from the rhinologist. 

J. C. Beck (Trans. A. L. R. & O., 1913, p. 71) says that “the 
pathologic changes found in the middle turbinates and curetted por- 
tions of the ethmoid in asthma cases and in the suppurative sinusitis 
are very striking in that the bone shows rarefaction somewhat re- 
sembling that found in early bony changes of osteomalacia, acrome- 
galia, and otosclerosis. This pathologic finding is suggestive of a 
possible etiologic factor in some disturbances of the polyglandular 
system or the glands of internal secretion.” 
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Selfridge (Cal. State J. of M., Apr., May, 1919) claims that the 
endocrine glands are the probable fundamental source of vaso-motor 
instability and cites cases due to hyperthyroidism and dysfunction of 
other glands. 

The more violent types of protein sensitization with nasal response , 
are not in as much danger of being undiagnosed as the very mild 
cases where the persistent action of slight irritation leads to chronic 
changes before the source is discovered. 

Of the complications of this disease, eye affections and asthma are 
pre-eminent. Neither the rhinologist nor the opthalmologist has yet 
realized the full extent of the role of non-suppurative ethmoid dis- 
ease in the former class. For example, an hypothesis to explain the 
sequence of events in certain cases of retro-bulbar neuritis is very 
difficult to formulate. The history, the examination, the X-ray, the 
operative and pathological findings may all be practically negative , 
in cases with sudden loss of vision and yet the post-operative result 
may be brilliant. Though operative measures of such severity, based 
upon a diagnosis by exclusion, are not relished by a conscientious 
surgeon, the gravity of the condition demands such procedure until 
more accurate diagnostic measures have been attained. 

The assumption secms justified that if such a severe and inex- 
plicable complication may ensue, other conditions of less gravity 
must be influenced by the apparently slight changes in the ethmoid 
cells, which may retard or prevent proper response to therapeutic 
measures. The adoption of the attitude, “Guilty until proved inno- 
cent,” rather than its converse, might prove of inestimable value. 

The treatment of the early stages of hyperplastic ethmoiditis calls 
for no extensive comment. Once the liability of the development 
of this condition is fully appreciated the prophylactic treatment be- 
comes self-evident. Brilliant or striking results are not to be anti- 
cipated and the attempt to restore cells to normalcy will often ap- 
pear as difficult as the restoration of the world to the same much 
to be desired condition. Persistence and the ability to shift the point 
of attack as conditions change promise most. 

For direct local action the apparatus devised by Coffin for alter- 
nate suction and compression supplemented by the nasal syphon, 
sold under the name of Nichols, or the so-called Brawley sucticn 
apparatus for home use, has yielded fair results. Though complete 
cure will not result in all cases, careful prophylaxis will greatly 
diminish the number that develop to maturity or become suppurative 
and force the condition to remain in the larval state. 
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ASPERGILLOS OF THE MAXILLARY SINUS.* 
Dr. Ross Hatt SKILLERN, Philadelphia. 


Curious cases, even though rarely met with, present a certain 
amount of interest, as one is always in the position of unexpectedly 
encountering a similarity which. for the moment, remains unrecog- 
nized. Such is the history of the following, which I have the honor 
of presenting to you this morning: 

James B., a large man about fifty years, presented himself with 
vague symptoms referred to the left maxillary sinus. Some uni- 
lateral apparently non-fetid nasal discharge, a feeling of fullness 
over the left antrum, vague head pains, entirely a-typical of sinusitis. 
No periods of congestion or depression and no post-nasal discharge. 
Some casosmia at times, but never marked. 

Examination revealed a slightly congested, lateral nasal wall, 
otherwise normal. A needle puncture of the maxillary sinus was 
made and it was found considerable resistance was offered to the 
ingress of the normal saline solution. Being mindful of the fatalities 
reported by Gording’ following needle puncture in which there al- 
most invariably was difficulty in forcing the irrigating solution into 
the sinus, I proceeded with the utmost caution, watching the patient 
closely for the appearance of any untoward symptom. Despite the 
continuation of gradual pressure, nothing developed, nor did any 
liquid escape from the nose either anteriorly or through the choanae 
into the pharynx. As the resistance seemed to be lessening, another 
syringe-full was tried and almost immediately some fluid returned 
from the nostril on that side. It appeared slightly turbid, but no 
‘free pus was observed. After the injection of, at least, sixteen 
ounces there appeared in the washings, small white inspissated mass- 
es which resembled cottage cheese. It immediately occurred to us 
that we were dealing with a case of cheesy metamorphosis of a sinus 
empyema or a so-called verkasung which, of course, is a condition 
where the purulent secretion has become sterile and begins to organ- 
ize into a semi-solid mass. Continued lavage, which now was re- 
turning quite freely, brought fourth a considerable quantity of this 
cheesy material, some of which was set aside for pathologic investi- 
gation. Lavage was continued until the antrum was free, the in- 


*Read before the Annual Meeting of the Amcrican Laryngological Asso- 
ciation in Atlantic City, May 31, 1921. 
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jected fluid returning clear. The patient expressed himself as great- 
ly relieved, saying his head felt lighter than it had for a long time. 

He did not return for nearly a week, when further needle punc- 
ture and lavage were negative, the patient feeling quite well. He 
was to report should any of his old symptoms reappear, but as sev- 
eral months have now elapsed, we can consider the case as cured. 

The pathologic examination by Dr. Case gave the following find- 
ings : 

“The specimen was small, soft and possessed no characteristic 
appearance that might have suggested the diagnosis. It had been 
placed in formaldehyde solution so that a cultural study was, un- 
fortunately, not possible. Following the usual routine, it was im- 
bedded in paraffin, stained with hematoxlyn and eosin and exam- 
ined histologically.. 

As may be seen in the preparation under the microscope, it con- 
sists of a close mycelial network with an occasional conidiaphore 
surmounted by a fan-like arrangement of conidiaphores. The hyphae 
take a faint pink stain, but the fructifying bodies are yellowish in 
color, apparently resisting the penetration of the dye.” Diagnosis, 
aspergillus probably of the species fumigatus.” 

“The conidiaphores are rounded rods with a bulbous extremity, 
from which the conidiaphores grow like numerous minute fingers. 
The germ aspergillus possesses a number of species, a few of which 
are pathogenic for warm, blooded animals. Among the non-patho- 
genic forms is the aspergillus oryzeae which furnishes the widely 
known takadiastase. 

The nomenclature of the genus aspergillus is evidently not def- 
initely fixed, as one soon discovers when examining the literature.” 

McFarlane? gives the following species as pathogenic: Aspergillus 
malignum, found in the external auditory canal of man. Aspergil- 
lus nudulans, occasionally infecting cattle. Aspergillus fumigatus, 
found in the external auditory canal and in other situations in man, 
and the cause of a fatal pneumomycosis of pigeons, a disease some- 
times transmitted to man, one observer collecting 39 cases. Asper- 
gillus niger. Aspergillus flavus. Aspergillus subfuscus. 

While infection of the middle ear by the various forms of the 
aspergillus is comparatively common, an infection of the accessory 
sinuses is apparently quite rare, as but four authentic cases have 
hitherto been recorded. All of these occurred in women and the 
infection was the aspergillus fumigatus 

Dr. C. von Zarnico® reported a case in a woman of 50 whose chief 
complaints were nasal obstruction associated with much discomfort, 
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an abundant secretion of a sickening odor and frontal headache with, 
at times, a feeling of obstruction in the left ear. Lavage of antrum 
brought forth a profuse fetid muco purulent secretion containing 
brownish-gray masses about the size of a pea which, together, 
formed a mass as large as a hazel nut. The infecting organism was 
the aspergillus fumigatus. Great improvement was noted imme- 
diately after the first irrigation and ultimate cure after the twenty- 
first. He was unable to find any report of a similar infection. 

The length of time required to bring about a cure in Zarnico’s 
case was probably due to the fact that an antral empyema co-existed 
with the aspergillus infection, which in my case did not obtain, 

Dr. J. H. Mackenzie* reports a similar case due to aspergillus 
fumigatus. This patient, a woman of 35, first noticed a swelling 
on the right side of the iace, which was relieved temporarily by a 
discharge of pus from the nose. The infection was later located in 
the antrum of Highmore, which was opened, drained and irrigated 
at regular intervals. Two months later, portions of a membrane 
came away, which, when examined by Doctor Flexner, was found 
to consist of an outer layer of round cell infiltration, a middle one 
of necrotic material and an inner zone of a dense mycelial network. 


In 1913, Douglas Harmer® reported a case before the Royal 
Society of Medicine of London. ‘The patient, a lady, contracted a 
severe cold while motoring in an open car and developed a persistent 
discharge-of mucous from the right nostril, accompanied, at times, 
by a thick membranous, non-offensive cast of a brownish color from 
the back of the throat. He described it as resembling wet blotting 
paper. She had violent attacks of sneezing and her general con- 
dition was bad. Headache and neuralgic pains around the right eye 
were occasionally complained of and she suffered from insomnia. 
While her temperature and pulse were normal, she appeared to be 
toxic. The nasal mucosa was intensely edematous and the secre- 
tion very abundant. 


The antrum was irrigated, no discharge appeared for a time until 
about a pint had been injected, when small lumps of brownish mem- 
brane began to appear in which a copious growth of the aspergillus 
fumigatus was found. Various lotions were used, but she received 
the most relief following the frequent administrations of sodium 
iodide. In discussing Dr. Tilley’s paper eighteen months later, Dr. 
Harmer said that though relieved, the patient was not cured and he 
believed the ethmoid sinuses were also involved. He mentions find- 
ing but three cases in the literature, but gives no references. 
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Herbert Tilley® also reported a case before the same Society, 
stating that he had met with five cases in all. The first in 1909 was 
reported:in the Lancet of that year as an endothelioma myxomatodes, 
but which he now believes to be a case of aspergillosis. He gives 
no reference to any report of the other three cases. 

In the last case, the symptoms were a persistent discharge of 
mucous and muco-pus; fits of violent sneezing with an expulsion of 
grayish-white viscous masses ; headache, with neuralgic pains in and 
around the cheek and eye, so severe in his first case as to interfere 
materially with the patient’s rest. He speaks of the intense edema 
of the nasal mucosa, with bulging of the wall of the antrum, suggest- 
ing cyst formation. A return of fluid after the needle puncture 
could not be obtained. His cases were operated upon by Caldwell- 
Luc method with no recurrence. 

From the foregoing, it would appear that in my case, the infec- 
tion was a recent one uncomplicated by any form of purulent process 
which would account for the rapid disappearance of the infection. 
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A NEW REMEDY FOR VINCENT’S ANGINA. 
Dr. CuArtes R. Kine, Toledo, Ohio. 


Vincent’s Angina plays a minor role in the practice of oto-laryn- 
gology, but it is none the less important for that, since we know how 
effectively it hides its identity to anything short of the closest scru- 
tiny, and how stubbornly it yields to treatment in many cases after 
the correct diagnosis is made. 


While it is possible that it may occasionally be mistaken for diph- 
theria, I believe it is most often confused with the throat lesions of 
secondary or tertiary syphilis. The appearance of these anginal ul- 
cers certainly bears a very close resemblance to luetic ulcers in many 
cases. Hence, the difficulty, and I will say the futility, of attempting 
to make a diagnosis without the aid of a competent bacteriologist. 
The result of a Wassermann reaction means absolutely nothing, 
if we go no further in our investigation, for two very good reasons. 
Firstly, a luetic' person might also have an attack of Vincent’s 
Angina, and secondly, competent observers claim that it is possible to 
obtain a positive reaction in Vincent’s Angina without syphillis being 
present. 

A thing that is done much too frequentiy, and inexcusably, by 
that type of practitioner prone to make ‘‘snap-shot” diagnoses, is 
to look into a mouth or throat and call every suspicious ulcer a mani- 
festation of syphilis. The poor patient, without much further ado, 
is placcd on some form of anti-luetic treatment, and since the iodids, 
and salvarsan, have a favorable influence upon the course of Vin- 
cent’s Angina, the ulcers heal in time, and both physician and patient 
feel that the good results of this treatment verify the diagnosis of 
syphilis. Nevertheless, in such a case, the patient passes the rest 
of his days on earth believing he has had syphilis, has been cured. 
but that it may return to torment him again, and in this manner 
another victim is added to that vast horde of mental sufferers. 

In Vincent’s Angina, the laboratory furnishes us with informa- 
tion unobtainable in no other way, and this information is of the 
most positive kind, since by demonstrating the presence of fusiform 
bacilli in a mesh-work of spirilla, our diagnosis is clear. 


Having made the diagnosis of Vincent’s Angina, our real difficulty 
commences as we cast about for a remedy to combat the infection 
effectively. 
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Silver nitrate solutions, and tincture of iodin, have their uses in 
certain cases, no doubt, but in most of my cases their use has been 
slow and disappointing in action. It seems to me that the silver 
solutions in particular have been a failure, and this is due, probably, 
to the action of the silver in coagulating the albumin of the tissues, 
the breaking down of local tissue resistance, with a bacterial in- 
vasion of greater extent as a result. 

In view of the fact that these old time-honored remedies have 
been of rather unreliable action, I feel no hesitancy in bringing for- - 
ward an agent which, though used for various purposes in the prac- 
tice of medicine for ages, has never before, so far as I am able to 
determine, appeared as a specific remedy in the treatment of Vin- 
cent’s Angina. 

I refer to the sulphate of copper in 10 per solution. 

During the late war, Vincent’s Angina presented itself very freely 
in different cantonments, and in these places the otolaryngologist 
was afforded an opportunity to‘study its clinical manifestations and 
treatment rarely equalled in civil practice. : 

At the head-house of the Camp Sherman Base. Hospital, we had a 
number of these cases for treatment at all times. These cases were 
usually of varying degrees of severity, and they were treated by 
the orthodox remedies with the usual slow response. One day, when 
we had a big influx of patients in the clinic, among them being a 
number of cases of Vincent’s Angina, I found my little bottles of 
silver nitrate and iodin empty. To refill them would require 
sending them to the dispensary, and rather than lose this valuable 
time I cast my eyes over my table for a substitute. We always had 
a supply of copper sulphate 10 per cent solution on the stand for 
use in certain ear cases, and this suggested itself as a harmless sub- 
stitute, at least. Saturating cotton on an applicator with it, I rubbed 
off the spuerficial sloughs left on the ulcers by the silver nitrate, 
then, with a clean applicator, applied the copper directly to the 
denuded ulcer in all of these patients. 

The next day, when these same cases again presented themselves 
for treatment, my surprise and joy were unbounded when I found 
that every one of them showed marked improvement. This im- 
provement continued in all’ of them, and within the next four or 
five days, the lesions had all cleared up. 


After this favorable experience I used nothing else in the treat- 
ment of this disease at the Base Hospital, and in my private and hos- 
pital practice at home. 
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I have found that an occasional case will resist even this remedy, 
although in this way, the copper solution will readily heal the ulcers, 
but the infection will break out anew in some other location, show- 
ing that the focus of infection has not been eliminated. These cases 
I send to the dentist, with a note apprising him of the nature of the 
infection, and request that the teeth be thoroughly scaled . and 
cleaned. After this dental hygienic work has been done, it is ex- 
ceedingly rare to see a relapse. 

I am aware that the tonsil may prove to be a focus of infection, 
the micro-organisms being hidden away in some of the crypts. In 
such a case the proper procedure is to clean up the ulcers with the 
copper solution and immediately thereafter to enucleate the tonsils. 
I have seen tonsils enucleated while in the process of ulceration, 
and the patient make a prompt and uneventful recovery, but I am 
not convinced that this is a method of treatment entirely devoid oi 
danger. 

In conclusion, I wish to say that in my hands, copper sulphate in 
10 per cent solution has been a specific in the treatment of Vincent's 
Angina. While in general its action and uses are said to resemble 
those of zinc sulphate, and to a less extent, silver nitrate, in the 
treatment of this disease its action as a remedy is not imitated by any 
other agent. Furthermore, the use of this solution is not at all dis- 
agreeable or distasteful to the patient, nor has it the deleterious effect 
upon the teeth that is exhibited by some of the other remedies. 

We know that copper sulphate has long been recugnized as a drug 
ef use in the treatment of ulcers of various kinds, and certain skin 
‘liseases, such as tinea sycosis, psoriasis, acne, etc., but until trying 
out its use as related, during the past three years, I did not know 
that it is a real specific in Vincent’s Angina. 
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“ARRESTED LARYNGEAL TUBERCULOSIS” — AB- 
SCESS OF ZYGOMATIC FOSSA FOLLOWING 
PNEUMONIA”—‘EXOSTOSIS OF EX- 
TERNAL AUDITORY CANAL.”* 


Dr. Henry S. WiepeEr, Philadelphia. 


The first case which I desire to present this evening is one of 
a remarkable arrest of tuberculous laryngitis. The patient, M. E., 
age 33, Russian birth, first presented herself for examination April 
2, 1918, with a history of four months’ pregnancy, at the beginning 
of which she became hoarse and had remained so until the time of 
the examination, with continually progressing intensity. She had 
no cough, pain, chill or sweats. On examination, the nose showed 
hypertrophied turbinates. The pharnyx was pale, with some dilated 
venules. The larynx showed distinct infiltration of the right vocal 
cord anteriorly and in the subglottic region, rendering the cord more 
or less rigid and interfering with approximation in the midline. A 
definite diagnosis could not be made at the time, but a report was 
made to her physician, Dr. Averett, that there was a marked sus- 
picion of tuberculosis which would bear careful watching and a care- 
ful general examination was advised. 

After a few local treatments the patient was lost sight of until 
July 27, 1918, when she again reported, being at that time seven and 
a half months pregnant. She then had decided dysphagia and abso- 
lute aphonia. Examination showed dense infiltration of both aryten- 
oids and ventricular bands with probable ulceration of the posterior 
ends of the vocal cords. At that time a report of advanced tuber- 
culous laryngitis was made, the immediate termination of pregnancy 
advised and a guarded prognosis given. 

Again my advice was not taken by the family and pregnancy was 
not terminated, the patient being delivered at full term, the infant 
dying of marasmus when only a few months old. Following de- 
livery, the patient was admitted to the Lucien Moss Home of the 
Jewish Hospital, where an unfavorable prognosis as to life was 
given. However, she gained in weight and after considerable im- 
provement in her general health she left the hospital and on Decem- 
ber 3, 1918, again reported to me. Her color was good and she was 
considerably stouter than she had been, but she was almost aphonic. 


*Read before The Philadelphia Laryngological Association, Jan. 4, 1921. 
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Examination still showed marked infiltration of the arytenoids and 
ventricular bands. Under continued applications of lactic 
acid 25 per cent, formalin 2 per cent, glycerite of tannic acid 
and argyrol, with forced feeding, open air regime and vocal rest, 
the patient improved, her weight increasing from 95 at her lowest 
to 148 at the highest, the vocal lesions gradually disappearing until, 
at the present time, there is an absolute absence of infiltration of 
the arytenoids or ventricular bands. The vocal cords are smooth 
and pale, but slightly thicker than normal, so that the voice, while 
present, is still coarse in nature. With the history unknown, I 
doubt the ability of anyone to make the diagnosis at present. 

The patient has at no time had sputum so that the examinations 
that have been made have been mostly from the mouth and have 
been negative. Two Wassermann tests have been negative. The fol- 
lowing report of her physical condition was made by Dr. Elmer 
Funk: 

“As far as I can determine from a consideration of her history, 
the symptoms and signs, I believe she has a chronic fibroid tuber- 
culosis involving the tops of both lungs. The lesion is in all likeli- 
hood well healed in at the present time. In order to check up my 
physical findings I had an X-ray examination made by Dr. Manges, 
who reports as follows: 

“*Tuberculous infiltration both apices down to and including the 
second interspace on the left side, and the first interspace on the 
right. Numerous calcareous nodules at the roots, especially on the 
right side. The apical lesions appear to be pretty well organized’.” 


The second case to be presented is that of a small osteoma of the 
external auditory canal. The patient, C. McB., age 28, referred by 
Dr. S. J. Deehan, had a small piece of hardened cerumen removed 
from his ear six weeks previous to his visit to.me on July 27, 1920. 
Dr. Deehan informed him that he had a small growth obstructing 
the canal. On July 23, 1920, the patient himself tried to remove 
some cerumen with a hairpin. Following his manipulations he be- 
gan to have some pain and went to one of the large hospitals in the 
city, where the resident physician made strenuous efforts to remove 
the mass without success. 

The pain following these added manipulations was so intense that 
he was sent to me for immediate relief. Examination showed a 
smooth mass about 3@-inch in diameter covered with skin and ex- 
quisitely tender, occupying practically the entire lumen of the left 
auditory canal about 3% to Y% inch from the external auditory meatus. 
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The growth was firm and appeared to spring from the posterior 
wall of the canal. As the mass was too tender for proper examina- 
tion and manipulation, the patient was sent to the Northwestern 
General Hospital and the same afternoon was operated upon under 
ether. The mass was found to be very dense and hard. A probe 
could pass it in only the upper anterior quadrant of the canal. A 
saw was introduced in this space and the growth sawed loose from 
the canal throughout the entire circumference of the canal. Behind 
it, a large amount of debris, either bloodclot or inspissated cerumen, 
was found. This was washed out and a strip of bichloride gauze 
introduced. 

The patient made an uneventful recovery with considerable in- 
crease in his hearing. Microscopic examination of the tumor showed 
it to be comprised of cancellous bone. 

The third case is one of post pneumonic abscess of the zygomatic 
fossa. M. S., age 27 years, motorman, referred by Dr. J. S. Deehan, 
with a history of having recovered about four weeks‘previously from 
a lobar pneumonia of the left lower lung. During resolution, there 
developed a swelling over the left temporal region, unaccompanied 
by headache, earache or pain in the parotid region. While it did not 
trouble him greatly for three weeks, it gradually increased in size 
and became slightly tender. On July 18, 1920, he developed severe 
stabbing pain, at first in the ear and later over the entire left half of 
the head. He claims, that on July 23, when the temporal mass was 
pressed upon, there was a discharge of three distinct masses of 
stringy pus, post nasally. There had been no discharge from the 
ear and no dizziness. X-ray made by Dr. Albert Miller was nega- 
tive as to sinuses and mastoid regions. 

Examination showed a slightly fluctuating swelling extending 
from: the anterior temporal region above the ear to about ™% inch 
posterior to the external auditory canal. There was marked indura- 
tion and edema over this area. There was tenderness over the mas- 
toid antrum continuous with the mass in general, but none at the 
tip of the mastoid. The ear was normal in appearance with the 
exception of slight congestion of the long handle of the malleus. 
There was no evidence of a middle or external ear condition as hav- 
ing been the original cause of the infection. 

Examination of the nose showed the septum fairly straight with 
vomer ridges to each side, more marked posteriorly on the right 
where it constituted an obstruction. The left inferior turbinate was 
turgescent. Pus and crusts were absent. Washings from the nose 
were negative. Post rhinoscopic and naso-pharyngoscopic examina- 
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tions failed to show any place where pus could have escaped. Trans- 
lumination was negative. The uvula was somewhat elongated. The 
tonsils were slightly enlarged. A report was rendered that the condi- 
tion was evidently a post pneumonic abscess of unknown origin and, 
as far as could be determined, not due to tlie nose, throat or ear. 

At the request of Dr. Deehan, I consented to operate to investigate 
further and endeavor to give the patient some relief. Accordingly 
the patient was removed to the Northwestern General Hospital and 
operated upon under ether anesthesia on July 23, 1920. An incision 
about one inch long was made in front of the ear in the hair line. 
At a depth of about 34 inch below the fascia approximately one and 
a half ounces of a dark grumous pus was found, with a large cavity 
pointing down into the zygomatic fossa and beneath the floor of the 
middle fossa of the skull, the bone being bare in this situation. No 
dead bone was discovered, but considerable amount of thickened 
masses were extruded from the wound and washed out with 1/2000 
bichloride of mercury solution. Another incision an inch long was 
made behind the ear and washed through to the other wound. The 
abscess cavity was curetted and tube drainage was placed in the 
zygomatic fossa pointing upward. The patient made an uneventful 
recovery. 

Examination of pus showed a laceolate encapsulated diplococcus 
on smear, but no cultures were made. Wassermann was negative. 

As to the mode of entry into the zygomatic fossa I am in doubt. 
It has been suggested that it may have begun as an envolvement of 
the upper pole of the parotid gland, but the history does not bear 
this out. Were it the case it may possibly explain the expression of 
pus into the mouth, through Stenson’s Duct, but not post nasally. 
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SOME FACTS CONCERNING HAY FEVER AND 
ASTHMA.* 


Dr. Mark J. Gorriies, New York City. 


Hay fever is an incurable disease due to pollen allergy. In this 
climate it occurs in the spring in some patients and in the summer 
and fall with other patients. Some individuals suffer with both 
varieties. The spring variety is due, in the main, to the pollen of 
grasses. The fall variety is due mainly to the pollen of ragweed. 

I have observed a few cases in which the disease did not recur 
after the patient had suffered several years from it. The most that 
can be hoped from treatment, which consists of desensitizing with : 
the causative pollen, or pollens, is seasonal relief. The treatment of 
the spring variety is by far much more satisfactory than the fall 
variety... As a matter of fact, about ninety per cent of patients 
suffering with spring hay fever can be given complete seasonal 
relief with prophylactic desensitizing doses of the pollens to which 
the individual is sensitive. 

This encouraging statement, however, cannot be said of the fall 
variety. From my experience the results in the treatment of hay 
fever duc to ragweed, I have come to the conclusion, after trying 
all methods and extracts produced in different ways, that it has 
been a dismal failure. Of course, one does get a few cases in a 
large series who are free from symptoms but they are so much in 
the minority as to be considered negligible. It has always been a 
question in my mind whether these patients were hypnotized either 
by the convincing talk of the physician, the environment or the fact 
that the patient received hypodermic injections which had a definite 
psychological effect upon him. 

Hay fever statistics relative to the results of treatment are to my 

; mind, a hoax and a snare because they are dependent upon so many 
varying factors. Adding the spring cases to the fall cases raises the 
average of the fall cases and thus makes the results in the fall cases 
better than they actually are. 

(1) The enthusiasm of the physician; (2) The mental attitude of 
the patient ; (3) Climatic factors, such as abundant rain, severity of 
heat, the amount of sunshine as compared with the same season of 


*Read at the Laryngological Section, New York Academy of Medicine, 
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other years; (4) The patient might not have had hay fever that 
season even if he received no treatment. 

There are a great many other conditions which simulate hay fever 
and are occasionally placed in that category. These are sneezing 
due to allergy from substances other than pollens, such as, horse 
dandruff, tobacco, face powder and absorption of materials from the 
intestines. 

Uncomplicated bronchia! asthma is a symptom complex which 
manifests itself by swelling of the mucous membrane of the bron- 
chial tubes. This is either a turgesence of the small blood vessels 
or an exudation into the perivascular spaces. It is comparable to 
urticaria, or the swelling in the nose which occurs in hay fever 
It is due to an allergy. Uncomplicated bronchial asthma is rare. It 
is usually associated with a super-added infection of the bronchial 
mucous membranes which disturbs the patient between the allergic 
attacks. Other factors to be considered in the etiology of bronchial 
asthma are: bronchial spasm due to reflex irritation, particularly 
in sinus disease in the nose where the discharges are profuse and 
nasal respiration imperfect by virtue of partial or complete obstruc- 
tion. Two additional factors which play an important role are the 
psychological make-up of the patient and habit, for it has been 
definitely demonstrated that simple bronchoscopy will rid the patient 
of symptoms for a longer period than the patient usually goes without 
symptoms. 

The substances, to which patients suffering with bronchial asthma 
have been found to be allergic, may be considered in groups: (1) The 
epidermal group, characteristic of which, and most common, are 
horse dandruff, cat hair and goose feathers; (2) The food group; 
(3) The pollen group; (4) The bacterial group. 

The first three groups are generally known and need no further 
elaboration. The bacterial group is still in its experimental stage, 
but, to my mind, the evidence of its authenticity is gradualy accumu- 
lating. 

Of one hundred and three cases which were tested with both stock 
and autogenous organisms, I find that there were eight hundred 
and seven tests made with stock bacterial proteins, seven hundred 
and ninety-nine of which were negative and eight positive. B. coli, 
B. diptheroideus, staphylococcus albus and pneumococcus were posi- 
tive once each; streptococcus hemolyticus and streptococcus non- 
hemolyticus twice each. One hundred and ninety-five tests were 
made with autogenous bacterial suspensions, one hundred and fifty- 
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seven of which were negative and thirty-eight positive. Among the 
positive I find that B. coli was positive eighteen times; B. mucosus 
capsulatus, B. influenza, pneumococcus, M. catarrhalis and strepto- 
coccus viridans were positive once each ; streptococcus non-hemolyti- 
cus four times, streptococcus hemolyticus and staphylococcus aureus 
twice, and staphylococcus albus six times. Doubtful reactions were 
considered negative. It will readily be seen that the proportion of 
positives among the autogenous tests was far greater than that which 
occured among the stock bacterial proteins. What the significance 
of comparatively large number of positive reactions with B. coli has 
cannot be definitely stated at this time. Suffice it to say that I have 
one case of bronchial asthma and three cases of vasomotor rhinitis 
who were very sensitive to their own colon bacillus and recovered 
following injections of an autogenous vaccine of this orgnism. How- 
ever, I have seen other patients who were also sensitive to the colon 
bacillus who did not recover after receiving the vaccine. 

The treatment of bronchial asthma may be stated in a few words 
as follows: (1) Abstaining from all foods to which the patient is al- 
lergic; (2) Inthe case of horse dander sensitiveness, desensitization 
with horse dandruff extract. If the patient is sensitive to any of 
the other epidermal proteins, the source of them should be removed ; 
(3) When bronchitis exists in addition to the allergic condition bac- 
terial vaccines should be used. Most patients do very well with 
vaccine, except those who have definite changes in the bronchial 
mucous membrane and peri-bronchial tissue, and, in this case, topi- 
cal applications directly to the bronchi may be of service; (4) All 
sources of re-infection, especially from the nasal chambers, pharynx 
and throat should be eradicated. 


43 W. 69th St. 


A NEW METHOD OF MEASURING HEARING POWER 
BY MEANS OF AN ELECTRIC ACUMETER.* 


Dr. Joun Gutrman, New York. 


We are all familiar with the present inexact methods of examin- 
ing the hearing power. These methods can be divided according 
to the source of the emanating sound into two classes: (1) examina- 
tion with the voice, which may be either a whispered or a loud 
voice, and (2) examination with mechanical instruments, such as 
the watch, acumeter, tuning forks, Galton whistle, monochord, etc. 

In most of these methods we do not measure directly the amount 
of intensity necessary to arouse the sensation of hearing; we meas- 
ure the intensity only indirectly, by increasing or decreasing the dis- 
tance between the source of the sound and the ear of the patient. 
According to the well-known physical:law, intensity of sound varies 
inversely as the square of the distance from its source. If, for 
instance, a watch can be heard by a normal ear in 20 inches, and the 
affected ear hears it only in 10 inches, the hearing power of the 
affected ear is not one-half, but only one-fourth of the normal 
hearing power. Or if a watch can be heard by a normal ear in 30 
inches, and the patient hears it only in 10 inch distance, his hear- 
ing power is not one-third, but only one-ninth, of the normal hear- 
ing power. 

The instrument which I intend to demonstrate to you was con- 
constructed for me by J. H. Morecroft, consulting engineer. It 
consists of two vacuum tubes, equipped with three electrodes. These 
will generate an alternating current, when supplied with continuous 
current power, providing that certain necessary conditions are satis- 
fied. The frequency of the alternating current generated will be 
determined by the electrical constants of the circuit, which is con- 
nected to the tube. This frequency depends to a very slight degree 
upon the resistance of the oscillating circuit, being fixed within less 
than one per cent generally, by the value of the co-efficient of self- 
induction and capacity of the circuit. 

Provided that certain conditions are fulfilled, the form of the 
alternating current generated by the tube will be more nearly of 
true sine form than that obtainable from any other source of alier- 
nating current power. This sine wave of current, sent through a 
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proper telephone receiver, will give a musical note, the quality of 
which is probably more nearly a simple harmonic vibration than 
obtainable from any other source. 

As a source of sound for testing purposes, this device is immeas- 
urably better than any means at present employed. The 
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superiority of the oscillating tube is due to two factors: 
the note is perfectly uniform in intensity as contrasted to 
a series of “damped harmonic waves,” which term describes the 
sound given off by a tuning fork repeatedly struck; the intensity 
of the sound is exactly reproducible, by means of suitable adjust- 
ments and meters available in the set. 

The value of the alternating current generated by the set is read 
ona hot wire ammeter. <All, or a part, of this current passes through 
the telephone receiver. ‘The fractional part of the current which the 


telephone carries is governed by the setting of a rheostat, which is 
ordinarily connected in parallel with it. If desired the combination 
of rheostat and telephone can be calibrated so that for any setting 
of the apparatus, the exact amount of current passing through the 
telephone may be known. ‘This known current can be used to get 
the actual amplitude of the telephone diafram, if desired. 

For the examination with the voice, a phonograph in combination 
with a microphone is connected with the same circuit. In the appli- 
cation of the phonograph I received valuable assistance from Mr. 
C. M. Goldstein, consulting engineer, and from Messrs. Emerson 
and Bergh of the Emerson Phonograph Co., who kindly made for 


mea special record of words, vowels and notes, particularly adapted 
for this purpose. 
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The following is a technical and detailed description of the appa- 
ratus: 


Fig. 1 illustrates the circuit quite generally used. The filament of the 
tube F is heated by battery EA. The plate P is held about 300 volts positive 
with respect to the filament (for the type of tube used in this set) by the 
generator E*. As a protective measure this machine is shunted by a by- 
pass condenser C. 

In the plate circuit is the connected oscillating circuit, consisting of L* 
and C'!, one or both of which is variable. To measure the alternating cur- 
rent flowing in this circuit there is used a hot wire ammeter A. 

The coil L? connected between the filament and grid is coupled magnet- 
ically (M) to 

Such an arrangement, if the polarity of L* is correct, and if the mutual 
induction M is sufficient, and if the resistance of the oscillating circuit is 
sufficiently low, and if the ratio of L1/C! is not too small, will oscillate, 
generating in the circuit L/-C! an alternating current of frequency fixed 
approximately by the formula 

Such a circuit works very well over a limited range of frequency. To cover 
a wide range of frequency, however, it is necessary to have different values 
for L*, and use somewhat different schemes for coupling L? to Li. Gen- 
eral y different sets of coils must be used to cover a frequency range from 
say 40 to 20,000. 

The scheme used in this oscillator, Fig. 2, employs two tubes in a special 
circuit which seems more suitable where a wide frequency range is de- 
sired. One of the tubes. B, is attached to the oscillating circuit; but this 
tube is not self-exciting, as in the Fig. 1. The other tube, A, is so inter- 
connected to tube B that A furnishes the necessary voltage for exciting 
the grid of tube B. The frequency of this exciting voltage from tube A 
is, however, fixed by the oscillating circuit (L!-C') of tube B. By opening 
a switch, S, connecting the plate circuit of tube B to the grid circuit of 
tube A, oscillations may be stopped. 

The two filaments are connected in series with a suitable resistance for 
operating from a 110-volt direct current line. 

The filament of the exciter tube A is shunted by a variable resistance 
R, by means of which the strength of oscillations in the L!-C! circuit may 
be maintained of constant amplitude. L’* and C! are divided into suitable 
steps so that the note may be varied by octaves throughout the audible 
range. Whereas on this set two switches are used for varying the fre- 
quency, it is quite feasible to construct this as one switch. 

The telephone from which the note is obtained is shunted across a re- 
sistance, R', connected to an auxiliary coil L* wound concentrically with 
L1. By varying the resistance (which is at all times low) the amplitude 
of tone (intensity) is variable at will, from zero to a note loud enough 
to fill a large hall. 

By opening switch S and connecting the posts marked “Phono” to a suit- 
ably connected microphone and transformer, and adjusting C* for zero 
capacity. the note given off by the telephone will be a reproduction of the 
phonograph record. 

Instead of connecting the telephone receiver to a pair of posts marked 
“telephone,” I prefer to connect a primary coil of a variable ratio trans- 
former, to the secondary of which is connected a telephone receiver. By 
varying the distance between primary and secondary, any desired inten- 
sity of sound can be obtained. A pointer is attached to the secondary 
coil, which registers on a metric scale the distance of the secondary from 
the primary coil. When this scheme is used the adjustment of the other 
resistance is left constant. . 

Plate III illustrates diagram of front panel of instrument. 


The advantages claimed for this apparatus are: 

1. That we can produce sounds of various pitch and intensity, 
which can with exactness be reproduced and repeated at will. 

2. The threshold of intensity necessary to arouse the sensation 
of hearing is measured directly by physical units of measurement, 
namely by an ammeter and metric scale. 

3. The intensity of sound can be variated in each and all pitches 
separately, and the pitches in turn can be variated in each intensity, 
ranging from about +. to 20,000 vibrations per second. 

4. The sound can be heard and controlled by several persons using 
a receiver of the same resistance, and we can thus determine almost 
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objectively the amount of hearing power. ‘The shortcomings of the 
apparatus are: 

1. The inability to test bone conduction. 

2. The sounds obtained are not entirely free from overtones. 

3. The sound produced by the phonograph is not sufficiently dis- 
tinct. 

4, The instrument is rather cumbersome and comparatively com- 
plicated. 

These faults we hope to overcome at least partially by improved 
mechanica) construction in a future mode). 

W. 5. Bryant,’ as late as 1904, demonstrated a phonographic ac- 
umeter which consisted of a phonograph enclosed in a sound-proof 
box from which a rubber tube led. At the other end of the tube 
a brass graduating valve was attached, which served to regulate the 
volume of sound leading to the ear by another rubber tube. 

This instrument evidently did not find favor with the profession 
and was abandoned. 

Lately S. W.’ Dean and C. C. Bunch? published a description of 
an instrument which consists of a receiver magnet mounted in front 
of a toothed wheel. The pitch of the tone is varied by varying the 
speed of the wheel. The wheel is driven by a current motor. 

Upon the completion of this article I find, in some late European 
periodicals, which during the war were not accessible, that experi- 
ments with electric acumcters were conducted also abroad. 

3runings® described an electrical apparatus for measuring hear- 
ing power, but he could produce_on his instrument a sound of one 
pitch only. 

Griesner and Schaefer* demonstrated an instrument constructed 
in some respects similar to the one described by myself, but accord- 
ing to their description, the instrument of Griesner was not constant 
in the holding of the pitch, and the instrument of Schaefer could 
not produce sounds below 500 vibrations per second. 

Gildenmeister® used a Poulson lamp for the production of un- 


damped electric vibrations, but he does not describe his instrument 
in detail. 
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A NEW METHOD AND A NEW INSTRUMENT FOR 
ENDOSCOPIC EXAMINATION OF THE 
MAXILLARY ANTRUM. 


Dr. Harry L. Baum, Denver, Colo. 


A review of the literature relating to diagnosis in antrum disease 
reveals an evident need in this connection in that almost every 
article refers in some way to the lack of adequate means of exam- 
ination of the antrum. X-ray, transillumination and antral lavage 
are admitted to have their limitations and in certain cases to give 
misleading and incomplete information. Although of inestimable 
value they certainly need something to supplement them and to add 
to their present usefulness and to that end I have devised an instru- 
ment and a method which | have found entirely satisfactory and 
which I believe will solve many of our most difficult problems in 
antral diagnosis. 

In 1911, E. M. Holmes so modified the female cystoscope* 
that it could be used for examination of the nose and nasopharynx 
with great satisfaction, Since that time much advance has been 
made in its use and its advantages as an aid to diagnosis have been 
extolled by many in later years, notably by Holmes himself in 1918?, 
by Macleod Yearsley in the same year*, and byL. W. Dean 
in 19%1 and previously*. Holmes does not mention the use of the 
nasopharyngoscope in examining the antrum itself, but Yearsley re- 
fers to its use in two antral cases, introducing it into the antrum 
through an inferior meatal opening, which had been made for 
drainage. 

Introduction of the nasopharyngoscope without a preliminary 
drainage operation and by the use of a trocar was first mentioned 
by Elenier von Tovolgyi in 1911°, and in a careful search of the lit- 
erature [ have been unable to find any other reference to such a 
method. His instrument was devised for use through the inferior 
meatus and, from its description, is somewhat complicated. 

{t is not within the province of this paper to enter into a discus- 
sion of the above mentioned procedures, but it is obvious that they 
have their limitations and disadvantages and might in some cases 
be impossible. It is sufficient to state that a comprehensive view of 
the interior of the cavity would be impossible when introducing the 


nasopharyngoscope by way of the inferior meatus. 
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At the Colorado Congress of Ophthalmology and Otolaryngology 
held in Denver, July 29 and 30, 1921, Dennis and Mullen read a 
paper not yet published on “The Value of Direct Inspection in the 
Diagnosis of Chronic Maxillary Sinus Disease,” in which they called 
attention to the desirability of inspection of the antrum and advo- 
cated exploratory entrance by opening through the canine fossa in 
all cases requiring diagnosis. Although the desirability of this meth- 
od of diagnosis appeals to me strongly, such radical means seem 
hardly justifiable as a diagnostic measure. In discussing their pa- 
per I called attention to this simpler means of inspecting the antrum 
and suggested it as a substitute for their method of actually enter- 
ing the antrum by operative means. I now wish to present the in- 
strument in its completed form with a description of the ‘method. 

The instrument: It consists of a hollow cannula of about 4 mm. 
inside diameter and 9 cm. long, with a stout, very sharp trocar made 
to screw into the cannula so that when assembled they fit together 
tightly as one instrument. A light but strong handle is attached to 
the cannula. Removal of the trocar permits a Holmes nasopharyn- 
goscope to be introduced through the cannula into the cavity. In 
addition, a smaller cannula has been made which fits into the outer 
as does the trocar so that should antral lavage or removal of wash- 


ings for culture be desired such procedures can be carried out con- _ 


veniently, the fluid going in through the small inner cannula and 
returning around it through the outer, escaping into the receptacle 
through the hollow connection placed on the side for that purpose. 
The fittings are made for the ordinary slip-on connections. 

The method: This procedure is carried out ordinarily under local 
anesthesia. The solution is injected under the mucosa above the 
alveolus in the canine fossa and close to the bone of the anterior 
antral wall. Blocking of the infra-orbital nerve is unnecessary for 
this simple procedure. ‘The lip is now lifted out of the way with 
the index finger and with the opposite hand the instrument is intro- 
duced by forcing the sharp point of the trocar through the thin 
anterior wall of the antrum in the canine fossa. A little practice 
enables one to find the thinnest point in the antral wall, where, in 
spite of its rather large diameter, the instrument penetrates very 
easily. The procedure is practically the same as entering the antrum 
through the inferior meatus with an ordinary trocar and the sen- 
sation upon passing into the antrum will be familiar to all 
rhinologists. 

After the puncture the trocar is removed and a long-wound cot- 
ton applicator inserted to wipe out what little blood may have en- 
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tered the cannula upon withdrawal of the trocar. In many cases 
no blood will be found, but occasionally a few drops will need to be 
removed to prevent blurring the lens of the nasopharyngoscope. 
The nasopharyngoscope is now introduced through the cannula 
when a comprehensive view of the whole interior of the antrum 
may be had by simply rotating the instrument and moving it in 
various directions as desired. A very considerable area of the 
interior of the antrum may also be inspected with the aid of re- 
flected light from the head mirror without the aid of the naso- 
pharyngoscope. By this means a very good idea of the condition 
of the antral mucosa has been obtained by the writer on several 
occasions. It is not possible to inspect the whole cavity by this 
means, of course, and its use alone is not advocated as a routine 
procedure. 


Should there be secretion in the cavity, lavage may be carried 
out by screwing in place the small inner cannula and proceeding as 
in antral lavage, except that the return flow will be through the 
instrument instead of through the natural ostium into the nose. 
Suction also may be applied and cultures taken by the method de- 
scribed by L. W. Dean‘ if desired. 

Although this procedure can be carried out under local anes- 
thesia with perfect satisfaction, ether may be used if desired and 
may be advisable in infants and young children. 

The only bad after effect I have observed in my cases has been 
some slight swelling and soreness of the cheek, which subsides in a 
day or two. It is conceivable, however, that in an empyema pus 
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might follow the withdrawal of the trocar and cause a localized 
infection in the soft tissues of the cheek. I would therefore not 
advocate this method as a routine in simple antral lavage, preferring 
the ordinary method of inferior meatal puncture. 

The object of the method and the instrument is to facilitate the 
introduction of the nasopharyngoscope for inspection of the antrum 
without a preliminary operation. It can also be introduced through 
the inferior meatus should that method be desired, but its use through 
the canine fossa has obvious advantages and, so far as I have ob- 
served, no valid objection can be offered to offset them. 

In conclusion, I may state that I have been unable to find in the 
literature any reference to antral puncture through the canine fossa, 
for this or any other purpose, although it has doubtless been done 
many times before. However, so far as my own knowledge goes, 
both the instrument and the method are original with me. 
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A NEW TONSIL INSTRUMENT AND METHOD OF USE. 
Dr. THomas E. Wacker, Cleveland, Ohio. 


During the past quarter of a century, the operation of choice 
upon the faucial tonsil has become the intracapsular -eneucleation. 
Various instruments, such as ‘scissors, dissectors, guillotines, and 
snares have been used to accomplish it. A number of years ago, 
Dr. Sluder, of St. Louis, presented the method in which it is done 
with the guillotine. The guillotine, an old instrument invented by 
Dr. Martin in 1827, was designed to remove a portion of the tonsil 
by cutting through it. Dr. Sluder’s addition was a new technique, 
in using the guillotine, so that eneucleation was effected. This 
method is extensively used and the operation is known as the Sluder 
operation. The objection to it is that it often is followed by a more 
or less profuse hemorrhage. 

Within the last few years attempts have been made to devise 
instruments to eliminate hemorrhage. These are generally of the 
guillotine type, and several are on the markets. Prior to the fall 
of 1919, I tried to use the various instruments available. They all 
were successful, in a measure, but were heavy, clumsy and mechan- 
ically inadequate. Something seemed to be lacking in each which 
precluded its universal use. It occurred to me that an instrument, 
of the hemostatic type, could be made, which would be light, gentle 
in action and mechanically perfect, or at least made on more perfect 
mechanical lines. Accordingly, I began work on the problem and 
have evolved an instrument which approaches these qualities. In 
describing this instrument, it is necessary to use the accompanying 
illustrations and to describe its parts separately. 

Fig. I shows the instrument complete. It weighs but eight 
ounces and consists of two parts:—1 A dissecting cutting hemo- 
stat, and 2. A detachable handle. 

Figs. II and V show the lock by means of which the handle is 
attached and detached. This is simple and effective, allowing the 
removal of the handle with the least possible manipulation and with 
no jarring, or pulling of the hemostat, when it is in place. Slight 
pressure, with the thumb, on the projecting end of the dog “A” 
only being necessary to disengage the handle. 

Fig. IIT shows the dissecting hemostat. This consists of a dis- 
secting holding blade working proximal (nearest to the patient), 


to a cutting blade. Both of these blades are actuated bv the 
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handle, the force being transferred from the dissecting blade to the 
cutting blade by means of a device attached to the dissecting blade, 
shown at “B,” Figs. Il] and V. This part of the instrument 
weighs but three ounces, the weight of an ordinary large hemostat. 
There is no crushing blade. After the dissecting blade has sep- 
arated the encapsulated tonsil from the sinus, the window through 


which the tonsil has passed is closed, holding closed also the sinus 
in which the tonsil had been situated. This prevents hemorrhage, 
and it is not necessary to use crushing force to do it. The dis- 
secting blade is held in the closed window by means of a screw 
acting against an inclined plane. This allows for varying thick- 
nesses of tissues in different cases. Shown at “C” Figs. II, III, V. 
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The engaging edge of the dissecting blade is similar in contour to 
the edge of a wire such as is used in a snare. The dissection is 
done as the blade is made to close the window. After the window 
is closed, and held so, the cutting blade is forced to cut against a 
soft copper plate on the distal side of the window. This is done 
by pressing “B,” and compressing the handle. This cuts the edge 
of the capsul from the pillars, both anteriorly and posteriorly. 
The window through which the tonsil passes is of a peculiar 
shape, being rectangular, with the distal side curved. This curve 
is the arc of a circle, whose radius is equal to the width of the win- 


dow. Shown in Fig. IV, where “r’ equals “x. 
this shape is to make nearly perfect apposition, when tissues in- 
terpose, of the dissecting blade and the distal side of the window. 


The reason for 


Mechanically perfect apposition here can only be made when the 
blade is straight and fitting against a straight side. The window 
then would be rectangular and the shape would not fit the tonsil, 
and so would not facilitate the operation as well as a round or oval 
window. Hence, the mechanical equivalent of approximation of 
the two is used. 

The manner of using the instrument is as follows:—with the 
patient anesthetized, in the dorsal position, using a Whitehead type 
of mouth-gag, the window of the instrument is held horizontally 
(or nearly so), and the distal side placed against the posterior 
pillar of the tonsil on the opposite side. After this, the whole in- 
strument is moved as if it were to be used to throw or scoop the 
tonsil out of the mouth. This causes the tonsil to bulge upward. 
Then, with the thumb or finger of the other hand, the tonsil is 
pushed through the window and the dissecting blade made to push 
back the anterior pillar, as it is forced under it back 
over the tonsil. The window is closed, and the screw “C” 
is turned down until it is tight. The cutting blade is then released, 
pushed home, and the operation completed. The handle is re- 
moved, and the hemostat raised to a vertical position. The tonsil 
is removed from the throat with a tenaculum. After the hemo- 
stat has been left in place for a period of from one to three 
minutes, it is removed and the same procedure followed on the 
other side. The operation may be started under primary anesthe- 
sia, and the anesthetic continued while the hemostat is in place on 
the first tonsil, as there is no bleeding. 


In the cases of most children, the blood clotting time is four or 
five minutes. Where this is true the application of the hemostat, 
to produce a bloodless operation, is usually, one. or two minutes. 
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The operation is particularly adaptable to cases of children. The 
shortened anesthetic, and the absence of blood make it very de- 
sirable. The fact that adenoidectomy is usually done under the 
same anesthetic, in nowise complicates the procedure. 

It will be seen that in the use of this instrument, the tonsil, within 
its capsul, is dissected away from the sinus, and the sinus held 
closed, before any cut is made through the mucous membrane at 
the edge of the pillars. No part of the instrument comes in con- 
tact with the denuded floor of the sinus, nor is there any sponging 
of the sinus. The operation then is an aseptic one, until after the 
hemostat is removed. ‘There is usually no bleeding following the 
removal of the hemostat. A serum is poured out, while the hemo- 
stat is applied, such as exudes from any denuded surface, which is 
not bleeding. This serum acts as a protection against subsequent 
invasion by bacteria, and this, together with the fact that the tissues 
were handled very gently, producing no trauma, explains why the 
throats are not sore, and why the period of convalescence is short- 
ened. Many cases show almost completely healed sinuses at the 
end of the third day after the operation. 

A criticism of this method and instrument, is that a portion of 
the tonsil may be left in the sinus. This is irrelevent, inasmuch as 
it is a criticism of the operator, and not of the method. Regardless 
of the instruments employed, or of the manner in which they are 
employed, one who sees the work of many operators, knows that 
in some cases a portion of the tonsil is left. The part left should 
be removed, using a tenaculum and snare. It is less serious to 
leave a part of a tonsil, which is removable, than to remove por- 
tions of pillars, uvula or sOft palate, with the result, that after the 
scar tissue contracts, the throat and pharynx are deformed, never 
to be restored to what they should be. The important thing, what- 
ever method is used, is to know whether or not a part of the tonsil 
has been left, and if it has. to remove it at the time. 

The advantages of the method using the instrument described 
are :— 

1. The clean removal of the tonsil within its capsul, without in- 
jury to the surrounding structures. 

2. The gentleness to the throat of the patient, the freedom from 
trauma. there being no crushing of tissues. 

3. The short duration of the anesthetic and of the oneration. 

4. The usual absence of hemorrhage, and the consequent con- 
servation of the patient’s enerev. 

5. The short convalescent period. 

15621 Detroit Avenue. 
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A NEW PERICHONDRIUM ELEVATOR FOR RESEC- 
TION OF THE SEPTUM. 


Dr. C. ArsutTHNOoT CAMPBELL, Steubenville, Ohio. 


This is a double-ended instrument, one end beginning the eleva- 
tion of the perichondrium, the other is a cartilage perforator that 
will not put holes in the mucosa; to be used in submucous resection 
of the septum. It is especially useful for those having difficulty in 
commencing the elevation of the perichondrium after having made 
the primary incision through the mucosa; the other end of the 
instrument makes numerous perforations through the cartilage, but 
does not injure the mucosa on the opposite side. 

The cut shows the instrument in detail. The end “A” is used 
after the primary incision through the mucosa, to begin the ele- 
vation of the perichondrium. After the incision has been dried, 
place the blade of “A” end of the instrument in the incision and 
firmly work the blade backward and forward in one spot until the 
cartilage is reached. Repeat this procedure along the whole course 
of the incision until the cartilage is well denuded. In some patients 
who have thick mucous membranes, or very adherent membranes, 


it will be necessary to use constant pressure when working down 
to the cartilage. However, after the cartilage has been cleared of 
the perichondrium along the entire course of the primary incision 
and pushed backward for an half inch, it is simple to dissect the 
membrane up from the septum. 

The “B” end of the instrument is used to puncture the cartilage 
without injury to the membrane on the opposite side. As shown 
in the illustration, this consists of a curved blade with a stud extend- 
ing from the center third, less than one-sixteenth long, attached to 
a guard which prevents the stud penetrating the mucosa on the 
opposite side. The line where the cartilage is to be gone through is 
punctured as many times as possible (with the finger in the other 
nostril, if desired), then gradually forcing an ordinary submucous 
elevator through the weakened cartilage at an oblique angle, then 
dissecting the mucosa as desired. 

Both of the above procedures are harm-proof. It may require two 
or possibly three efforts before becoming expert with it, but not 
more if the necessary pressure is applied as described above. 

The instrument was made for me by V. Mueller & Co., of Chi- 
cago, Ill. 
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BOOK REVIEWS. 


Annals of Roentgenology—Mastoids Roentgenologically Considered. 
Forty-two Roentgen Ray Studies on 21 Photographic Plates and 
11 Text Illustrations. By Frederick M. Law, M. D., Roentgenolo- 
gist, Manhattan Eye, Ear, Nose and Throat Hospital, New York. 
Paul B. Hoeber, New York. 


The pratical value of Roentgenology to the otologist is comprehensive- 
ly considered by Dr. Law in his exceilent monographic in its reiation to 
the mastoid. 

There are forty-two plates of roentgen ray studies of the mastoid, 
beautifully produced, minutely described and carefully analyzed. These 
plates cover a wide range of mastoid pathology and its complications 
and a careful study of this series will clarify much that is still indefi- 
nite to the otologist in the interpretation of this field. 

The monograph includes a key-plate which clearly indicates the an- 
atomical landmarks of the radiogram, a description of the different 
types of the temporal bone, an enumeration of the pathological condi- 
tions that may be revealed by definite shadows on the plate, and a de- 
tailed, well-illustrated and minutely described chapter on the general 
technic as applied especially to mastoid roentgenology. 

Anticipating the far-reaching value of this monograph, the author de- 
scribes his series of radiograms in English, French and Spanish, ar- 
ranged in parallel columns. 

It is the best working volume of mastoid pathology roentgenology 
that we have yet seen. Every ear surgeon should study and digest it 
carefully. 


Human Heredity. By Casper L Redfield. Heredity Publishing Company, 
Chicago. 

The key-note of the author of this interesting monograph on Heredity 
is his emphatic statement that “there is no means of improving the hu- 
man race other than through the development of powers in individuals 
by exercise.” His examples of the development of powers by idleness 
are new either in substance or application or in the interpretation put 
upon them. 

The historical review of the rise of man from savagery to civilization 
brings out many facts which throw light on the process of evolution. 

Mr. Redfield gives a new definition for disease and a new applica- 
tion of the character and origin of immunity, 


The germ plasm, hybridization and birth control are interestingly 
considered 


Diseases of the Throat, Nose and Ear. By Dan McKenzie, M. D., F. R. 
Cc. S. &., Surgeon, Central London Throat and Ear Hospital; Oto- 
Laryngologist to the French Hospital, London; Hon. Cons. CLaryn- 
gologist to the Emergency Hospital, Ilford; Editor of “The Journal 
of Laryngology, Rhinology and Otology.” With two coloured Plates 
and 199 Figures in the Text. ©. V. Mosby Co., St. Louis. 

Modern textbooks in special medicine in addition to furnishing up- 
to-date subject-matter comprehensive of the field to which they apply, 
must bear the stamp of individuality. This is eminently true of the vol- 
umé of Dan McKenzie inscribed to Dundas-Grant, 

The author as surgeon of the Central London Throat and Ear Hospital 
and in his long service as editor of the Journal of Larynology, Rhin- 
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ology and Otology, has been specially qualified to offer an unusually prac- 
tical and well-constructed textbook. Special mention may be made of the 
initial chapter on Note-Taking and General Semeiology, Affections of 
the Larynx, Diseases of the Nasal Accessory Sinuses and the Fune- 
tional Examination of the Ear. Many of the plates are of exceptional 
merit and clarity. Some important phases of oto-laryngologic work 
are perhaps given too scant consideration and insufficient reference 
for subsequent reading. This is especially true of the Re-education of 
Hearing, The Plastic Surgery of the External Ear and the technical 
description of some of the special operations in the accessory nasal 
sinuses. 

i: Goes not exclusively present the work of the British oto-laryn- 
gologists, neither does it sufficiently specify when reference is made to 
the original ideas of Continental or American specialists. 

The text is lucid, logical and well-presented. The classification of 
subject-matter and the arrangement of paragraphs is exceptionally good. 


The American Year-Book of Anesthesia and Analgesia, 1917-1918. F. H. 


McMechan, A. M., M. D., Editor. Surgery Publishing Company, 
York City. 


This year book has been delayed by the exigencies of the World War. 
It considers all phases of the science and pratice of anesthesia and anal- 
gesia and many of the controversial disputes and facts needed for their 
settlement. 

Among the subjects considered that might be of special interest to the 
oto-laryngologist are Oral Hygiene in Relation to Anesthesia and the 
Anesthetist: The Prophylactic Use of Pituitrin in Nose and Throat Oper- 
ations: Under General and Local Anesthesia; Oral and Sinus Surgery 
under Nitrous Oxid-Oxygen in the Forward Inclined Sitting Posture; 
Tonsillectomy in the Upiight Position under Ether; Some Advantages 
ot the Sitting Posture in Nose and Throat Operations under Pther; 
The Nasal Administration of Nitrous Oxid-Oxygen Anesthesia under 
Low Pressure; Anesthesia in Facial Surgery; Apothesin, a New Local 
Anesthetic, etc., ete. 


A Stereoscopic Atlas of Plastic Surgery of the Face, Head and Neck. 
With Case Reports. By Joseph C. Beck, M. D., F. A. C. S., and 
Ira Frank, M. D., F. A. C. S., Chicago, Hinois. C. V. Moshby Co., St, 
Louis. ‘ 


The simplification in the use of the stereoscope and the improvcment 
in stereoscopic photography has made this valuable accessory possible 
as a means of study to the oto-laryngologist. . 

To those who are not familiar with the photographic reproduction in 
the study of pathology by which three dimensions are made visible 
to the eye, an insight into this interesting and practical form of study 
will prove a revelation. There are thorty-three stereoscopic plates 
in this interesting collection of plastic surgery of the face, head and 
neck, <A eareful and frequent inspection of this series will be a source 
of much information to the oto-laryngologist, 


Exophthalmic Goiter and Its Non-surgical Treatment. By Israel Bram, 
M. D., Instructor in Clinical Medicine, Jefferson Medical College, 
Philadelphia, Pa.; Physician on Visiting Staff of Philadelphia Gen- 
eral Hospital; Member of the Society for Study of Internal Secrer 


tions, etc. ©. V. Mosby Co., St. Louis. 


As the author states in his preface, the non-surgical treatment 
of goiter is the real excuse for the existence of this work. 
The volume is not intended to serve as a comprehensive work 
on the advances made, in thyroid exprimentation nor does the author 
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submit new views concerning the mechanism of the ductless glands, 
but some of the important results in the study of endocrinology, es- 
pecialy those bearing practical relationship to Graves’ Disease as well 
as salient points concerned in the successful therapeutics of this con- 
dition are particularly emphasized. 

The author endeavors to convince the reader that exophthalmic goi- 
ter does not belong in the realm of surgery and makes a plea for early 
diagnosis and the institution of proper non-surgical treatment in this 
class of cases. 


A Guide to Diseases of the Nose and Throat and Their Treatment. By 
Charles A. Parker, F. R. C. S., Edinburgh, Consulting Surgeon to the 
Throat Hospital, Golden Square, W., and Lionel College, M. B., 
F. R. C. S., Surgeon to the Ear and Throat Department, St. George’s 
Hospital, S. W., and to the Throat Hospital, Golden Square, W. 
Edward Arnold, London. 


The original purpose of this volume was to assist post-graduate stud- 
ents in the study of diseases of the upper respiratory tract. Many chap- 
ters have been rewritten and much new matter added to this edition. 
The volume is replete with practical instrumental and therapeutic sug- 


getions and brief descriptions of all recent developments in rhino-laryn- 
gology. 


The Eye, Ear, Nose and Throat Year Book. Vol. Ill. Edited by Casey 
A. Wood, C. M., M. D., D. C. L. Albert H. Andrews, M. D. George E. 


Shambough, M. D. The year Book Publishers, 304 South Dearborn 
St., Chicago. 


This year book now consists of comprehensive, selected and carefully 
prepared abstracts of the most important contributions and develop- 
ments in the literature of our speciaities included within the year’s 
calendar. Much of this subject-matter may be found in the various 
oto-laryngologic journals, but it is more exhaustively considered in 
this volume. It is virtually an annual review of oto-laryngologic pro- 
gress. 

The Otological Section is edited by Albert H. Andrews, the Rhino- 
Laryngological Section by George HE. Shambaugh. 


-Handbook for Tuberculosis Workers. By Noel Bardswell, M. V. O., F. 
R. C. P., Principal Assistant Medical Officer, Public Health Dept., 
London County Council. Published by John Bale, Sons, and Daniel- 
son, Ltd., Oxford St., W. I. 


- This little handbook is a concise statement of all the facts relating 
to Tuberculosis for the use of social service workers and public health 
nurses. The wording is simple and practical. The matter relates to 
conditions in England but applies equally well to American conditions. 


THE NEW YORK ACADEMY OF MEDICINE. 


SECTION ON OTOLOGY. 
May 13, 1921 
Continued from page o10 


The fulminating type is a very different proposition. Dr. Eagleton 
said that in his belief the time is coming when a large number of these 
cases will be saved, for there is now a rational procedure which has 
been proved to be correct,—that is, the irrigation of the sub-arachnoid 
space through an opening, or perhaps two or three openings, and the 
passage of a lumbar puncture needle through the occipital route and 
the washing through it of a modified Ringer’s solution, which in non- 
toxic. This method was elaborated in the laboratory at Baltimore, and 
has proved practicable. It is a tiresome procedure and requires time 
to do it. The brain is very tolerant of any low temperature,—the throw- 
ing in of distilled water produces a high temperature (7) but it is 
toleront of a modified Ringer’s solution with a proper amount of sodium 
potassium and chlorides. 

The first case on which he had undertaken this treatment was a 
child with a suppurative meningitis of the fulminating type, yet no 
miero-organism was present in the spinal fluid. As Dr. Dench had 
said, this was one of the concomitant types. He had cold feet over 
that case, although it was a safe procedure. Later, however, in 
the case of another child dying with suppurative meningitis, he per- 
formed the procedure and much to his amazement the child was almost 
immediately better. This was repeated four times, and the child died 
the day the mother asked him to do it again. That demonstrated that 
it was perfectly safe. The solution does not have to be at boiling tem- 
perature. The apparatus is very cumbersome—one man has to hold 
the needle, etc. etc., but it is perfectly safe. 

As a further proof of this fact, he cited the case of a woman who en- 
tered the hospital with a fractured skull and complained bitterly of 
headache. On the 15th day after her fracture she got out of bed, and 
fell, striking her head again, and became unconscious,—remaining so 
for five hours. She complained of this terrible headache all the time. 
Lumbar puncture was performed and showed a cloudy fluid, with micro- 
crganisms. Tt was Gram negative. The woman was in very good 
condition and was washed out, and the effect was marked. In the 
washing, the first fluid that came throvgh the ovening was very cloudy 
but it gradually became clearer. The effect on the woman (although she 
was given serum by the cord) was equally marked. The next day she 
regarded herself 2s well. The headache was gone for the first time and 
although she still had a slight temperature the effect was so wonderful 
that it convinced him that if these cases are taken early and treated 
by washing dut the arachnoid space they will get well. If one examines 
a ease of terminal meningitis at autopsy, it will be found full of exudate 
which it is imnossible to remove, but we must undertake to wash the 
cases out before this exudate is formed. In one case of a child there was 
a constant clogging of the canula by this exudate. The treatment was 
delayed ton long. 

Dr. Eagleton said he was to report these two cases before the Ameri- 
can Otological Society for he was convinced the procedure was nractical 
and safe if properly done, and it was the only logical procedure. It 
is an attempt to eradicate the bacteria. Many hills would have to be 
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traveled, but it was a procedure which if taken early would perhaps 
cure cases that are already infected in the cerehro-spinal fluid,—in other 
words, by the performance of a lumbar puncture in the presence of an 
infection of the general blood stream, causing meningitis. He then 
cited the case of a woman with a phlebitis of the leg who was thought 
to have a fracture of the skull. No fracture was found, but a routine 
lumbar puncture was performed and the fluid was found sterile. Im- 
mediately after the puncture she developed meningeal symptoms as a 
result. it bore out the evidence that in the presence of a blood infection, 
interference with the normal protective mechanism (of the) cerebro- 
spinal fluid is followed by meningitis in a certain proportion of cases. 

Dr. Dwyer said that although Dr. Smith’s paper was a very timely 
one, yet after listening to him and to Dr. Dench we were just where 
we were at the start, so far as treatment was concerned,—unless the 
treatment described by Dr. Eagleton should prove to be effective. It 
was very gratifying to hear the latter emphasize the protective mechan- 
ism; so far as serous meningitis was concerned it was probably true. 
He did not agree with Dr. Smith that serous meningitis is the primary 
stage of purulent meningitis. It occurs more frequently than is sup- 
posed. It is a protective mechanism due to localized meningitis with the 
bacteria on the outside of the dura. 

Referring to Dr. Smith’s statement that the normal reaction was 
alkaline, Dr. Dwyer said that in the last nine and a half years he had 
had 167 cases of meningitis every one of which gave free lactic acid. 
With the reagents used it can be acid with one reaction and alkaline 
with another. It would be interesting to know what agent was 
used in the cases referred to. 

Dr. Dwyer said that he did not think meningitis could ever be cured 
by surgical measures. The laboratory had not made any progress with 
treatment by serum, but to expect to cure by surgical measures a 
meningitis extending from the back of the head to the spine was beyond 
his power to understand. Doing a decompression, both in the dura, etc., 
was all right, for it relieves the pressure. It is well known that the strep- 
tococcus mucosus capsulatus,—which by the way is a term that should 
be dropped; it is the No. 3 pneumococcus, an organism covered by a 
capsule that is three or four times the size of the organism itself; there 
is no serum that will touch it, for the capsulem is such that the organ- 
ism is thoroughly protected. These cases go on for three or four weeks 
to a month in the ward. In ene case a patient was walking about 
at 3 o’clock, and was unconscious at 6 o’clock. One of Dr. Kopet- 
sky’s cases, was going about 15 -sinutes before he died. The patients 
were not touched so far as relief wi pressure was concerned. That occurs 
as a low grade meningitis. 

He agreed with Dr. Dench ihat it is the exception when diplopia has 
anything to do with meningitis. The sixth nerve is the longest nerve 
that has anything to do with the eye. Four years ago he had reported 
three cases, one with Gradinigos syndrome, another with intraspinal 
and another one with meningitis. He did not believe that except in the 
fulminating type we have to perform lumbar puncture so often. 

With regard to concomitant blood stream infection, that is very rare. 
Two weeks ago a patient was seen who complained of pain in the ear. 
The ear was operated at 4 o’clock; at 11 o’clock...... and was dead 
at 6 o’tlock Sunday morning, with a very purulent fluid. The blood 
culture was negative. The blood had nothing to do with it. We should 
dwell more on the tissue reactions that take place between the organisms 
on one hand and the body on the other. These cases go out very quickly. 

Another point: The pneumococci, 1, 2, and 4 get well. 

Dr. Dwyer said he particularly wished to emphasize the point made 
by Dr. Eagleton—that there is a focus in the ear and a protective serous 
meningitis, with an exudate in the spinal fluid. He had never been 
able to make clear in his own mind what a purulent meningitis is,— 
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whether there is such a thing as serous meningitis leading to a purulent 
form. Out of 167 cases, three got well. In one, serum was used, in 
another, urotropin. 
: Dr. Scruton, referring to meningitis in children, said that nothing had 
been mentioned about the possibility of symptoms being merely those of 
meningismus, with operation for mastoidectomy relieving. These cases 
are very common in children, and he had a vague remembrance of one case 
in an adult. There are many features about meningitis that are very 
trying, the chief of which is the difficulty in determining a proper pro- 
cedure in the treatment of any given case. It does not seem possible at the 
present time to formulate definite rules applicable to all cases. However, 
it may be said that in general all cases of meningitis in which the spinal 
fluid does not show bacterial growth, should be treated by lumbar puncture, 
repeated sufficiently to relieve pressure symptoms, and a large area of dura 
should be exposed for the same purpose. In those cases which show bac- 4 
terial growth, the outcome is almost invariably fatal. For this reason 
more radical procedure is suggested. The dura in the mastoid region should 
be incised in several places and the patency of the incision maintained by 
the insertion of small strips of rubber tissue or cellulose tissue. 
Dr. ALFRED KAHN said that one of the chief things that impressed him 
when he first began the study of otology was the absolute helplessness . 
of the surgeon to do anything for the sufferers from meningitis. Passing 
through the ward from time to time a child would be going through all 
the contortions of meningitis, pain and stiffness, and although the surgeon 
felt strongly that he would like to do something to help his suffering 
patient, the condition was hopeless. To his mind decompression was done 
at this time as a possible means of helping a hopeless condition. Frankly 


speaking he believes that the surgeon has small confidence in decompres- 
sion. 


He had read the literature on the subject, and especially mentioned 
Dr. Smith’s and Dr. Dench’s papers read at Chicago about ten years ago 
at a convention of the American Medical Association. Nothing has been 
added to the subject since that date. The older men had handed down 
an immense amount of clinical material which was worth a great deal 
to future students of the subject. The younger men should carry on. Dr. 
Kahn said that he himself was continually trying to reach out into the 
dark, and that possibly a great deal of what he had to say would be 
construed as exceedingly radical. 

He believed judging from his experience and observation that certain 
things had taken place in the study of meningitis which had not been 
noted. He particularly called attentioned to the fact that of all brain 
complications following ear disease, meningitis was the least frequent. 
Cerebellar and cerebrum abscesses, and other complications, were reported 
from time to time, but in comparison, meningitis was less frequent. 

He stated and asked 'the question as to the fact, whether it was not 
rather peculiar that, for example, an abscess should be located quite fre- 
quently in the substance of the brain, especially when taking into consid- 
eration the fact that the meninges were not involved in a meningitis, and 
also that the diseased ear was quite a distance away on the other side 
of a ditch—a ditch which he called the subdural space. Wasn’t it pe- 
culiar that germ life should be able to leap this space without affecting it 
and yet cause an abscess on the other side of it? He stated it as his be- 
lief that the great function, the primary function of the subdural space, 
as it were, was in the face of attack to absorb any foreign substance, 
that the foreign substance (bacteria etc.) was carried back through the 
lymphatics and other vessels through a dangerous area (the brain sub- 
stance) where localization took place and an abscess formed. He com- 
pared the subdural space to the peritoneal space. He stated that it was his 
opinion that the subdural space absorbed quicker than the peritoneal 
space, that absorption was the primary function of the subdural space, 
that localization was secondary. In the peritoneum, on the other hand, 
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the primary function was not absorption, but was localization. The per- 
itoneum was quicker to localize an invasion than the subdural space. 
These functions of course went hand in hand, at the same time, but 
in one case absorption was found to be the most powerful weapon, in the 
second case localization was the method of selection. 

He believed that while pressure played an,important part in the death 
of these patients, that the most important element causing death was 
toxemia. He stated that if pure pus in sufficient quantity were placed into 
the peritoneal cavity of a dog, that it would be absorbed, that localization 
would not be apt to take place, that death would occur from absorption 
before localization could take place. That on autopsy the peritoneal cav- 
ity would appear like an infected subdural space. Here in the peritoneal 
cavity there are no cardinal centres like the centre of respiration or 
the centre which controlled heart action, as in the brain, to be pressed 
upon, and yet the dog dies. The dog surely dies in this.instance from 
absorption, and it is a pure case of toxemia. He thought therefore that 
the toxemia was the important element entering into the death of these 
patients, and he therefore stated that it was his belief that the future 
successful therapeusis to be applied to meningitis would come through 
controlling this toxemia. 

Dr Kahn stated that Dr. Eagleton’s remarks regarding washing these 
infected spaces brought to mind a train of thought which he himself had 
been engaged on. Dr. Kahn, however, had gone so far as to invent a needle 
that could be detached from a syringe and passed through from one section 
of the brain through a plural opening to another without infecting the 
intervening brain substance. Dr. Kahn would show this instrument 
and would have more to say about the subject at some future time. Dr. 
Hagleton mentioned something which until recently Dr. Kahn thought 
was new. That was Dr. Eagleton’s reference to plural openings. Dr. Kahn 
was greatly surprised, however, in reviewing the literature to find that 
the idea was abcut 7,000 years old, that even prehistoric people had used 
decompression, and that skulls were found often with many openings 
at different points, 


Dr. Kahn thought that decompression had some value, but as to how 
much value, was problematic, that we could not definitely say in a given 
case that the decompression had improved the patients chances. When 
the decompression was determined upon, however, it should be as ex- 
tensive as possible, a wide area should be exposed. He believed it was, 
however, extremely dangerous to open the subdural space at the point of 
infection, 


Regarding the therapeusis. When it comes to relieving a toxic con- 
dition, the condition is similar to that of any other poison in the system. 
Dr. Kahn drew a diagram and then he illustrated and said that if a certain 
amount of strychnine for example, is injected into the body, certain 
symptoms will follow, (in case of strychnine, stiffening of the neck, etc.) If 
the amount of strychnine is sufficiently large, the patient will die from 
the poisoning, It does not make any difference as to how much blood the 
subject has in his body, a poisonous dose of strychnine will kill him. 
The same thing applies to toxins. It is the amount of toxin in the system 
that kills. If the blood vessels are engorged with further blood, let us 
say for example, by a direct transfusion, the amount of strychnine is still 
the same, and the patient will likewise die. If you can introduce, how- 
ever, into the system a drug which will counterbalance the strychnine, the 
poisonous dose is equalized and the patient does not die. If you can 
introduce into the system antitoxin to sufficiently balance the toxins, the 
patient will not die. If you can carry away from the system sufficient of 
the poison to reduce it below a toxic dose, the patient will not die. This 
can be done by allowing a certain amount of blood to pass out of the sub- 
ject and reinforcing the circulation by other blood until the toxic dose is 
reduced below a poisonous dose, and the patient will not die. Dr. Kahn 
did this experimentally and he calls the method Continuous Transfusion. 
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Dr. Kahn stated that the impression seemed to be that patients died from 
the infection of a germ. He did not believe this to be the case. He stated 
what his experiments had led him to deduce, and he therefore made the 
statement that ii was not germ life that caused the death of these subjects, 
that it was not the bacteria themselves that caused death, but that death 
resulted from the absorption of the strife between the germs, on the one 
hand, and the reaction of the cells at the localized srot of invasion That 
it was the debris that when absorbed caused death, and therefore a pure 
toxemia. 

Dr. C. F. Stokes said that he had come to the conclusion, as the result 
of a recent research, that the pituitary body has to do with the special 
sense fields, including the elaborated auditory apparatus; that as a re- 
sult of infectious disease, focal infections, stresses of various kinds, 
resistance to secondary infections is lowered through disfunctions of the 
pituitary, which in many cases is of long duration,—sometimes apparently 
permanently. He believes that this hypothesis, if correct, will explain 
the unhappy results from loca] treatment in large numbers of cases. 
Electronization of the pituitary-auditory field has appeared to afford relief 
in many cases, particularly when coupled with local treatment in the 
hands of competent otologists. He believes that this method should sup- 
plement, not supplant, operative procedures for the establishment of 
drainage, removal of focal infections, etc., in the mastoid region, middle 
ear, and elsewhere. No matter how completely these procedures meet 
the indications, we shall still be dealing with an operative field of low vi- 
tality, low resistance behind which is a sluggish regulator of metabolism, 
—the pituitary and probably other endocrine glands, and associated auto- 
nomic and other nerve mechanisms, 


Dr. Kopetzky said that he had done some work on meningitis; and while 
it was conceded that a discussion such as this did not necessarily mark 
new progress in the work, yet it was necessary, in dealing with the 
problems presented by meningitis, that those engaged in these problems— 
both the clinicians and those working in the laboratory—should oc- 
casionally meet, so as to check up their observations. The discus- 
sion tonight had been very interesting, and had brought out some 
ideas which might be of use in dealing with the problem. 

It was_eclear that in discussing these subjects the same language was 
not used by all of us; and therefore some of us were discussing dif- 
ferent things under similar names. Would it not be an advantage to 
eliminate entirely the term serous meningitis, and call the condition 
something else? Dr. Dwyer’s statement that serous meningitis never 
becomes purulent, and Dr. Eagleton’s statement that the use of the term 
protective meningitis should be made, were both true; but in Dr. 
Kopetzky’s opinion they were speaking of different things. For, by 
analogy, if we study the middle ear, we often note that the transudate 
seen in the early stage comes out later as an exudate; yet, in both con- 
ditions, which are essentially different, there is fluid in the middie ear. 
in the cases we are discussing now, in all of them except perhaps men- 
ingismus there is fluid in the subarachnoid space. What is needed, is 
a means of differentiating the different conditions so that we may know 
what the clinical picture shows. Could we but- have a means of know- 
ing which case presented the symptoms of a protective meningitis, which 
the symptoms of a serous meningitis and which the symptoms of a case 
which was only the initial stage of a purulent meningitis a great step 
would have been made. It is hardly conceivable that the purulent type 
will jump into being enmasse, although we know that its stages of de- 
velopment may be very short in regard to duration of time. As we stand 
tonight, there is no method of determining the differences between these 
types, either from a clinical, or from a laboratory standpoint. We 
are all aware of cases of which we were perfectly sure that they were one 
type on a given day, and yet a few days later we were forced to change 
our opinion as they took on distinctly infective characteristics. It 
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is easy to say that where they do not become infective they are not of 
that type, but in making prognoses and in handling the cases, this con- 
ering at the present time, an important missing factor in our calcu- 
ations. 

We should keep in mind the salient points of the paper presented by 
Dr. MacCuen Smith and of those presented by Drs. Dench and Eagleton. 
They have given us important points of view. In regard to Dr. Dwyer’s 
statement, Dr. Kopetzky said that he was of the opinion that the real 
reaction as to acidity is caused by the lactic acid in the fluid. Tech- 
nically, the reaction of the fluid is that of a combined lessened alka- 
linity rather than a chemical acidity. All the fluids of the body, ex- 
cepting perhaps the urine, are technically alkaline. It is the lessened 
alkalinity which we measure by an arbitrary standard which we call, 
for practical purposes, an acidity. 

Dr. Kopetzky said he was trying, simply, to correlate the observations 
of competent men so that it would be more possible to understand what 
was meant in summing up the questions under discussion. Dr. Kahn’s 
analogy between the brain and the peritoneum was born out to a certain 
extent only, because there is no tissue in the abdomen which, in itself, 
produces a poison which kills; nor is there one which, when injected into 
another abdomen, produces symptoms identical to those of the original 
patient. Nothing that one does in the abdomen produces such a situation. 
Dr. Kahn was correct in saying that it was not the bacteria nor the re 
sult of bacterial activity,—not the toxins of the bacteria, which kills the 
patient; but it was the patient’s cell tissue in the brain, poisoning the 
cell activity of the brain, itself, which, by reason of the disease, 
by reason of the lesion, failed to be removed, and _ this 
choked up the cells and caused a cessation of their activity. When the 
foramen magnum was experimentally opened and drained, it was thought 
that the royal road to success had been obtained. Those patients had 
no symptoms whatsoever up to twenty-one days. Then they died of 
cerebral poisoning, and when such brains were sectioned, they were 
found to show a cerebritis. The cells filled up with the products of their 
own metabolism; and cell activity in the brain tissue ceased; and the pa- 
tients died. It is similar to the production of alcohol by yeasts. When the 
alcohol reaches a certain percentage of strength, if it is not removed, 
it kills the yeast. These patients were relieved of the symptoms of 
pressure in the interval. One concludes, therefore, thatthe tissue re- 
actions in the brain itself offer a fruitful field for study. 

If the washing of the brain, as suggested by Dr. Eagleton, leads to 
the removal of the results of cell activity in the brain and limits the 
formation of cerebritis, which we know kills the patient, then, from 
the theoretical aspect, the hope held out by Dr. Eagleton has a basis 
which should encourage us. 

Dr. Kopetzky said that Dr. Dench’s discussions were always fruitful 
and suggestive. His reports and allusions to reports of cases of blindness 
brought back to mind a case seen some time ago, which he hoped to 
report at some future meeting. The patient was a child wko was blind 
for almost two months. The cell count and the cerebral picture were 
such that it was still doubtful whether it was a case of. encephalitis 
lethargica or of meningitis. 

Finally, the statement in regard to the endocrine treatment, made 
by one of the speakers, should not be allowed to pass, for the endocrin- 
ologist should be checked up in all branches of the profession. They are 
dealing with a new aspect of medicine and, like converts, are over en- 
thusiastic and make claims which must be substantiated by the cool 
observations of recognized clinical observers and laboratory workers. 
At the present time, we can say that, whatever the conception of the 
pituitary body may be, it should go on record in this Section that we 
consider it a gland center of the brain which is a purely neurological 
organ. ‘My idea of it is that it is a regulating center of glandular ac- 


’ 
2 
5 


SOCIETY PROCEEDINGS. 983 
tivity, placed in the brain where all the other regulating centers of the 
body are placed, its function not yet clearly understood, but not really 
possessing the characteristics of a gland. While its substance itself 
is acknowledged to have therapeutic action, we know of no secretion 
from its acting on the body. It is the regulator of the sympathetic 
nervous system, as far as we are, at the present, able to determine. 
We do know that the endocrines, or the ductless glands react to in- 
fections; but whether or not the regulating center can control an infec- 
tion in the brain or its coverings, we do not know; and we should be 
very slow in subscribing to the statement made here. 

Dr. S. MacCuen SmirH said he had enjoyed the discussion more than 
he had words to express, and would take home memories of the considera- 
tion he had received. Notwithstanding the fact that definite conclusions had 
not yet been reached, many points that had been presented would doubt- 
less prove helpful in treating meningitis. 

Dr Smith said he was still of the opinion that meningitis is a sur- 
gical disease, in spite of opinions expressed to the contrary. If cases of 
meningitis had been caused by surgical interventon, it was unfortunate, 
but he had not seen such cases personally. It was readily conceivable 
that in certain instances surgical intervention might cause unfortunate 
results and hasten the end, but at the same time, while there was reason 
to feel that the majority of the patients had done well through sur- 
gery’s aid, he would not like to fail to give the patient that opportunity. 
He had seen so many cases treated otherwise, with almost uniformly 
fatal results, that he was still convinced, as stated in his paper, that the 
first step was to eliminate the focus of infection in the organ of hearing. 
If this were accomplished during the early stage of the disease, the 
chances were that the condition might be arrested, in which event the 
patient would be likely to recover, regardless of what the subsequent 
treatment might be. 

Dr. Smith was glad to know that Dr. Dench concurred in the opinion 
that serous meningitis, as well as some other forms of this disease, 
is frequently a primary symptom of the more advanced form. He recog- 
nized concomitant meningitis, as described by Dr. Dench, and felt that 
perhaps this might be the true diagnosis of the last case reported in 
his paper. 

Dr. Kagieton’s term “protective meningitis’ was scarcely different 
from the circumscribed meningitis that had long since been recog- 
nized in medical] literature. As stated, the chief objects in treatment 
were to provide for drainage and eliminate the toxemia. If Dr. Eagleton’s 
experiments in washing out the subarachnoid space would accomplish 
this need, they would have provided a great advance in the treatment 
of meningitis. This procedure was definitely surgical. 

Dr. Kahn had said that serous meningitis, if not arrested, might very 
likely become diffuse and suppurative. Dr. Smith believed that was quite 
right. If the cases could be arrested in the early stages, many would 
be saved, but if otitic meningitis were allowed to go on, many cases 
would be lost, for unless the primary source of infection were removed, 
favorable results could scarcely be expected. 

In answer to Dr. Dwyer’s query as to the methods employed to de- 
termine the alkalinity of the normal spinal fluid, Dr. Smith said that 
these examinations were never personally carried out, but were made in 
the hospital laboratories, where presumably a competent technician 
made the examinations. He had, however, the authority of Kopetzky 
and Randle Rosenberger, as well as others, that the normal cerebro- 
spinal fluid was alkaline, and, according to Kopetzky, continued to be 
alkaline until the inflamatory.....................2 reactions were influenced by 
bacterial invasions. Then the reaction showed an acidity of varying de- 
gree. Furthermore, it seemed to be an established physiological fact that 
normal spinal fluid contained sugar, which promptly disappeared 
in the presence of acute bacterial invasion. As the bacteria disappeared, 
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this carbohydrate reappeared, thus giving, as Kopetzky had pointed out, a 
valuable point in prognosis. In a case of cloudy spinal fluid, high cell 


count, an excess of globulins, the presence of albumen, an acid reaction — 


and the absence of sugar, he was quite willing to accept the condition 
as at least suggestive of meningitis, in the presence of an aural sup- 
puration, 

He had never seen a case that was benefited in the least by the in- 
jection of serum. Following McKernon’s advice, he had injected uro- 
tropin, but without any results; he had also tried injections of serum 
into the vein, and other methods, and had given urotropin by mouth, 
but had achieved no results. Personally he had come back to the thought 
that the only hope at present lay in surgery. 


SECTION ON RHINOLOGY AND LARYNGOLOGY 
May 19, 1921. 


Analysis of the Systemic and Local Conditions Following Tonsillectomy 
and Adenoidotomy. Dr. C. G. Coakley and Dr. HE. L. Pratt. 

(To be published in full in a subsequent issue of THr LARYNGOSCOPE.) 

DISCUSSION 

Dr. Samuret A, Brown: it seems to me that this analysis by Dr. 
Coakley and Dr. Pratt of this large group presents to us a very inter- 
esting number of facts. The thing which appeals to me is the direct and 
definite way in which Dr. Coakley has answered so many of the questions 
which are constantly put to us as clinicians, relative to the possibility of 
hemorrhage, and other factors of that type. This paper cannot be help- 
ful to those of us who must answer these questions. 

I was interested in Dr. Pratt’s mention of the cardiac case in which 
the symptoms disappeared after the removal of the tonsils. I can- 
not conceive that this was a true endocarditis associated with the 
murmur, but it seems to me that it must have been a relative murmur 
or functimas murmur associated with an anemia. But, after all, is it 
not the toxemia which is causing, even in this case, the muscular de- 
ficiency, and the thing which we are particularly interested in is the 
removal of the tonsils as the source of infection? We all of us have 
seen marked cardiac improvement after the tonsillar removal, and 
it seems to me we must emphasize this question of the toxemia, and the 
good effects of the tonsiliar removal might come from the improvement 
in the general condition and the elimination of the toxin. 

In relation to the rheumatic cases, I think, from my experience, we 
must advise in acute rheumatic conditions, and rheumatic fever, the 
removal of the tonsils, with this reservation, that this condition is 
so commonly associated with infection other than that in the tonsil 
that we are apt to be enthusiasts, and unless we make plain to the 
family that the associated foci of infection may be the cause of a re- 
infection, this justifiable operation will be very severely criticised. 
In my experience that has happened any number of times. Another 
observation is that the removal of the tonsils may be associated with 
an acute exacerbation of symptoms. I should like to ask Dr. Coakley 
for an expression of opinion on that subject, and also whether it is 
advisable during the active period of rheumatic fever to undertake the 
removal of the tonsils. 

Dr. WALTER L. Nines: © It seems to me that this very interesting analy- 
sis brings forward a very important question—the relation of tonsil- 
lectomies to the state of the general health and systematic conditions— 
from a new angle, that is, from the standpoint of the patient. The 
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patient has been allowed to judge the results of the operation, and that, 
perhaps after all, is a very good test. 

I think that it is very evident that the matter of the procedure must 
have played a very important part in the admirable results that have 
been reported. I have been particularly interested in the systematic con- 
ditions, and especially so in the report regarding the complete free- 
dom from pulmonary abscess following tonsillectomy in this series. 
It seems to me that the authors were justified in reporting the conclu- 
sion that they did in the one case which developed a pulmonary abscess. 
But I personally have’ come to regard pulmonary abscess as not a very 
infrequent sequel. It is such a very serious complication that it must be 
borne in mind always. I have seen Dr. Coakley operate a considerable 
number of times, and I imagine that keeping the pharynx free from 
secretion and blood throughout the operation must be a very important 
factor in reducing the frequency of this very serious complication. 
This usually does not manifest itself for a number of days after the 
operation, when the patient begins to cough a little, and have a little 
fever and the early diagnosis is very difficult. The condition is fre- 
quently mistaken for tuberculosis. At Saranac I saw a large number 
of cases of pulmonary abscess which were sent there for tuberculosis. 
The X-ray does not help us very much. But in the presence of such 
symptoms, if the patient has recently had a tonsillectomy, we should 
suspect pulmonary abscess. 

In regard to the heart conditions, I think that this will emphasize 
the very great importance of the tonsils as a focus of infection as an 
atrium for systematic infection. I doubt very much if many cases of 
endo-carditis proceed directly from the tonsil, and I wonder if the case 
which was reported in detail was not suffering with the disease at the 
time the tonsillectomy was done. I imagine that the infection is pres- 
ent in the heart valves for a great many years before the acute symp- 
toms develop, so in many cases of endo-carditis the removal of the 
tonsils as a preventive of subacute bacterial endo-carditis I think would 
generally prove rather disappointing. On the other hand as a cause of 
infection resulting in acute rheumatic fever I think there can be no 
doubt whatever, and it is my impression that all patients who have 
had definite acute rheumatic fever should have tonsillectomies per- 
formed. In other words, I regard an acute rheumatic fever as different 
from the subacute bacterial endo-carditis developing later. 

I was also much interested in the kidney cases reported. One sees 
a great many cases of low grade nephritis, really parenchymatous, with 
a tendency to edema, but without hypertension or eye symptoms. I 
have seen a number of patients in which the symptoms of nephritis 
have cleared up after tonsillectomy, and this small number of cases 
bears out my feeling in regard to them. 

In regard to chronic arthritis, it seems to me that those cases 
have to be very carefully studied with regard to the probability of 
infection, and I know that Dr. Coakley does that very thoroughly in- 
deed; that he does not advise removal of the tonsils simply because the 
patient has a chronic arthritis, and I am sure much of the dissatis- 
faction that has manifested itself because of the poor results following 
tonsillectomy for chronic arthritis,.is because their patients have not 
been carefully observed, and a reasonable determination made as to 
whether their tonsils were infected. Some of Dr. Coakley’s cases sub- 
sequently studied, illustrate the fact that there, are many other foci 
where active infection may be present, and which may very well lead 
to systemic manifestations So you should not at once take out the 
tonsils in every case of chronic arthritis, but investigate every possible 
focus infection. 

I feel that this most interesting and exhaustive paper will help us 
as practitioners very much indeed in determining the probable outcome 
of a tonsillectomy, and will also emphasize the importance of very 
careful consideration of the individual cases and teach us not to deal 
with them lightly. 
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Dr. WoLFF FREUDENTHAL: The information we have received tonight 
is very interesting. I can only congratulate Dr. Coakley and Dr. Pratt 
on their very excellent results. Eighty-six per cent of good results 
after tonsillectomy is remarkable, and I am convinced it is entirely due 
to the skill and experience of those gentlemen. My experience goes back 
some thirty years, but I do not care to hope that my results are as 
good as those mentioned here tonight. I have a very peculiar stand- 
point as regards tonsils. My friends here know that. Dr Coakley re- 
ported tonsillectomies done on quite a number of children under three 
years of age. On such ‘young children unless the’ tonsils are absolutely 
hidden behind the pillars I do the old-fashioned tonsillotomy, that is 
I remove so much as to give the child free breathing space. I am 
afraid I am the only one in New York who does this, but I think that 
the results of the older practitioners of large experience with this 
method were satisfactory enough in most instances. My experience is 
similar and I remove only part of the tonsils in these young children, 
even at the risk that I may have to do a tonsillectomy later on, I 
leave as much of the tissue in situ as is practicable with free respira- 
tion, and I do this for a good many reasons. I have in former years 
published a paper in which I spoke of the destruction of the physio- 
logical function after operations in the nose and throat, by taking out 
a tonsil radically very often a great deal of the pharyngeal function is des- 
troyed. The gentlemen tonight did not mention anything of the detri- 
mental effects. When you see a patient who had a tonsillectomy done 
by a man of large experience coming to your office or your clinic 
with a big mass of scar tissue, you. are not surprised that the patient 
has more trouble now than before. He calls it tonsillitis, but it is 
merely due to taking out the tonsil entirely in this case. The patients 
that come to my department with crippled pharynges from other clinics 
were too numerous to forget them. I do not speak of any case of Dr. 
Coakley’s or Dr. Pratt’s, but I have seen enough cases where there 
were adhesions at the anterior and posterior pillars, traumatisms of 
all sorts and so on. I had one patient come to me after tonsillectomy 
where the entire soft palate was adherent to the posterior wall, and 
it was a rather difficult task to remove this impediment. My con- 
viction is even greater since I read a paper by Dr. Fleischmann, who 
came out with the idea that the tonsils not only had a certain function to 
perform, but that they were glands with an internal secretion, like the 
thyroid, the adrenals, ete., and he proved this. He showed them that 
there is a certain reducing substance in the tonsils that is produced by 
the tonsils and which is given off to the oral cavity and to the blood 
stream. 

My remarks are made not to impress on you that I never do a ton- 
sillectomy, for I do, but I have seen a great many evils following it. We 
saw cases of rheumatic fever, active cases of tuberculosis, and a good 
many other diseases persisting in spite of the tonsils having been 
enucleated. So my advice is: be very slow in taking out tonsils. 

Dr. Harotd Hays: I think these two papers bring out a number of 
points that ought to cause us to think considerably. There are two points 
that are of particular importance. In view of the large number of 
analyses that have been reported to us tonight, I am simply wondering 
how many patients are going to refuse to have tonsil operations per- 
formed on acount of the new method of treatment by X-ray. I think 
most of us know that this treatment has become quite popular within the 
last year, and it seems to me that a great many patients delay having op- 
erations done that are absolutely essential on account of the rather un- 
proved X-ray treatments, as far as results go. The second point of 
importance is this: We have seen that a number of failures have been 
reported where second operations have had to be performed, some of 
them among Dr. Coakley’s and Dr. Pratt’s own cases. I think from this 
we ought to understand very definitely that although the tonsil operation 
among Dr. Coakley’s and Dr. Pratt’s own cases. I think from this we 
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ought to understand very definitely that although the tonsil operation 
is considered a simple operation, it should not be performed by every- 
body by any means. It is an operation that needs a great deal of cir- 
cumspection and experience to be done properly. 

It has been very interesting to hear of the gratifying effects, but it 
would have been interesting to hear more of the operative results, and 
what they were like after the operation was performed. In other words, 
so many malformations of the throat take place after operations that 
are never recorded, which all of us see from time to time. 

In view of the fact of the negligible amount of bleeding that has taken 
place post-operatively, and also from the statistics given at a meeting 
of this Section three or four months ago, it would seem that bleeding 
does not play a large part in tonsillectomy, and it is for that reason 
that,a good many men do not take coagulation times. I always take them, 
but I place less and less reliance on them. I have had to operate on cases 
whose coagulation time had been prolonged to eleven or twelve minutes, 
and have had no trouble with them, and with other patients whose co- 
agulation time was four or five minutes I have had considerable trouble. 
However, you do come across bleeders every once in a while, and for that 
reason one should always take the coagulation time. 

I was much impressed with the results in the mouth-breathers. Of 
35 cases 31 were successfully treated, two partially so, and two not bene- 
fited. It seems to me that in malformations of the jaw it is extremely 
important to have the patient understand that you cannot promise to 
do much by the operation. There are many times I am sure when you 
find out that the nasal breathing is not as good as it should be, and it 
can only be properly remedied by orthodontia. 

There is one point in regard to the pulmonary abscesses. Up to about 
a year ago I had claimed that it would be impossible to have a pul- 
monary abscess if a proper anesthetic was given, but I got a pulmonary 
abscess in a nurse 24 years of age where the greatest precautions were 
taken. Since then I have changed my mind about the thing, and have 
come to the conclusion that it does not make any differnece the amount 
of care you take if the lung tissue is damaged, if the patient aspirates 
blood, one is likely to get a pulmonary abscess. There is no way to avoid 
it. 

There is only one point in conclusion. General malaise is mentioned 
in 16 cases. From the reports of the Trenton Asylum for the Insane 
we have come to the conclusion that there are a great many of the men- 
tal conditions which are directly responsible for foci of infection in teeth, 
tonsils or the intestinal tract, and it seems to me that there are a great 
many patients who come to us who perhaps do not know that the 
cause of their mental deterioration, or debility or general weakness 
has to do with any particular thing, but there is no doubt that from 
the improvement that takes place from the removal of the tonsils that 
the mental condition improves without their realizing that their gen- 
eral physical condition reacts from the removal of the tonsils. 

I know that it would be very difficult for any of us to collect statis- 
tics in such a satisfactory manner as those which have been presented. 
I think the subject has been handled in a most illuminating manner. 

Dr. H. BEAMAN Douctass: I had not expected to say anything tonight, 
but I have been so much interested in the presentation of this subject 
that I feel I should: say something which will corroborate the views of 
the authors of the papers. This series of cases has been presented in 
an individual and unusual way, and the series is large enough to draw a 
general conclusion from. It contains no surprises, or at least very few 
surprises to the man who sees a large number of tonsil operations, I 
think it rather confirms in the minds of those of us who have never 
made a statistical study of these cases, the general idea which our 
experience has taught us to believe happens with these cases. The only 
surprise which I remember is in Table Six, in which one case of vaso- 
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motor rhinitis was cured by the tonsil operation. I am unable to under- 
stand how that may be, unless at the same time the adenoids were 
removed. Then I could understand it. This paper shows very satis- 
factory work. It is strange how closely it coincides with an analysis of 
the work done last year in the Post-Graduate Hospital, when you consider 
how different the conditions of operation were. Here are two skilled 
and very high-class men doing private work. There last year we did 
1690 tonsil operations, and studying them more particularly for the 
immediate effect after the operation, we found that in only three cases 
was there hemorrhage sufficiently serious to call the house surgeon 
from his room to the wards. We had two deaths. Both of these occurred 
after being operated on by two very high-class men. One death is said 
to have been due to an injection of morphin; the other death was one 
from hemorrhage which was not stopped in time. When you consider 
the conditions of operating in those cases and in these, I think there 
is a strange uniformity in the results. There we have several very high- 
class operators, a great many who are middle-class operators, and a 
great many more who are inexperienced students, and we allow the 
student: to do the work. We teach them to do this kind of operation 
under the guidance of competent instructors. Is it not so surprising 
that with so many cases we have had so little trouble? Is it not sur- 
prising that with so many cases done by so many poor operators we 
did not get many more post-operative complications? If there is any- 
thing to be said against the operation, I mean the new tonsil operation, 
tonsillectomy and not tonsillotomy (for I believe that Dr. Freudenthal is 
the only one who does tonsillotomy), we would have heard of it long 
ere now. If you consider how carefully and also how carelessly this 
operation is done over the United States, is it not wonderful that the 
results are not more serious? This operation of tonsillectomy has been 
done for twelve to fifteen years since Sluder first gave it to us, and 
there have been three or four, perhaps five million tonsillectomies per- 
formed in the United States. In the past fifteen years it has been done 
on children who were then six and ten, and upon men who were then 
twenty and thirty, and these people have grown up from childhood to 
adult life, and from adult life to old age, but you do not hear directly 
or indirectly of any bad effect of the tonsil operation. This is one of the 
great and successful operations. It is an operation. which we must 
respect because it is not a minor operation, but it is largely devoid of 
danger in the hands of a competent operator. I cannot admit that all 
cases will get good results, but by good operating all will get the results 
this paper describes, and it is very conservative in the estimate it makes 
of the effects of the operation. 

Dr. CHARLES HENDEE SMITH: One thing about the effects of tonsillectomy 
I have been much interested in, and that is the effect on the children’s 
weight. You have all seen children who have been operated on in a 
dispensary who come into the clinic a day or two later with big circles 
under the eyes, barely recovered from the anesthesia, with a bad breath, 
who have had no food for two or three days, and if you have weighed 


the child before doing the operation you will notice a tremendous loss. 


of weight. If you weigh them regularly thereafter you notice a very 
slight recovery from that loss of weight. I have seen ten pounds lost 
in three or four days, and it has been as many weeks or months before 
the loss of weight is recovered. By keeping the children in bed for 
about a week until the appetite returns, until the soreness of the throat 
diminishes usually means that the child does not lose so much weight 
and recovers what is lost more quickly. As a rule, at the end of a week 
the weight lost has been regained, and such children go on to a good 
convalescence. In the cardiac and nutrition classes at Bellevue we 
made it a rule that all children must be kept in the hospital for a week, 
and kept in bed most of that time. I feel that that is the most important 
thing in the after-care of tonsil cases. 
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Dr. Coaktey (closing): Dr. Brown brought out a point as to the 

occurrence of acute articular rheumatism after operations on the ton- 

° sils, and also as to our views in reference to operating on those cases of 

acute articular rheumatism that have not completely recovered from 

the tonsillitis, as I understand it. As far as this problem is concerned, 

that is rheumatism immediately following tonsillitis. I had one case 

operated on in the Presbyterian Hospital. That patient had had an 

acute tonsillitis associated with mild polyarthritis. She recovered from 

the tonsillitis and practically recovered from the polyarthritis, which was 

not very severe, and I was urged to operate on her as soon as I thought 

wise, because she was a cook in the family of a physician, and a very 

necessary individual in that household. I operated and one tonsil came 

out nicely and cleanly and the other tonsil we could not enucleate com- 

pletely. There was a portion left in the supra-tonsillar fossa and nothing 

I could do would completely remove the piece of tonsil that was left. The 

tonsil was soft and I could not grasp it with anything. In a short time, 

} not over 48 hours, the patient’s pharynx on the side where the portiou 

was left'in had a mass in the tonsillar fossa which was bigger than the 

tonsil was before I attempted to operate on it. She developed an acute 

polyarthritis much more severe than it was before, and it seemed to 

me that the connection between these two facts was very great. In no 
case where a complete tonsillectomy has been done have I seen an acute ‘ 

polyarthritis or any form of rheumatism following the operation. I 

have often felt that the time to take out the tonsils where patients have 

an acute polyarthritis is while the tonsils are actively diseased, but I 

have never been able to get anybody to put such patients at my dis- 

posal. The nearest I have come to it is a series of cases of scarlet fever, 

which were being studied at the Rockefeller Institute at the time they 

were attempting to make out from the tonsils a possible source of 

infection. Dr. Flexner asked me if I would be willing to take out the 

tonsils so that they could see what organisms they might get out of 

them. I told him that with a proper anesthetic I would be very glad to 

do what I could. We took out a series of several, from six to eight 

patients, while they were having temperatures of 102° or 103°, and the 

tonsil was filled with exudate, and in no case did any serious result 

follow the operation, although they were given an anesthetic when they 

had albumin and casts in the urine. In most of the cases the tempera- 

ture dropped, and from that I feel that it is quite possible in selected 

cases that the operation on the acute pheumotor cases might be of 

some advantage. 

Dr. Niles spoke of the case that died. I was much interested in that 
petient. The man had a chronic endo-carditis. He was a thin, spare, 
sallow man—a very important man in the community, and Dr. Janeway 
went over him very carefully, and we discussed the problem before we 
operated. Dr. Janeway was much afraid from his cardiac lesion that he 
m‘ght te a very* good subject for endo-carditis. He did not die until 
three years following the operation. It is barely possible that he had 
the infective organisms locked up in him all the time, and that subse- 

“ quently the infection broke out. Dr. Janeway, in relation to the tonsils 
and cardiac disease, felt that if the man’s tonsils were out it would 
mate his chances of escaping acute infective endo-carditis better than if 
they were in. 

Dr. Freudenthal speaks of tonsillotomy in children. There is no more 
reason why children three years of age should not have the tonsils enu- 
c‘eated than that they should not have the whole appendix taken out. 
As for the operation, I know that in children two years old tonsillectomy 
is a more difficult operation than it is in an adult. The capsule is very 
thin and one must be careful not to destroy anterior and posterior 
pillars and get a condition which is not pleasing to look at, but with 
care it seems to me that the operation can be done in children as well 
as in grown-up persons. We have all seen pillars gone after tonsillotomy 
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and it certainly does make it harder and leaves considerable deformity 
when gne has to do a tonsillectomy later. 

Dr. Hays spoke of the coagulation time in reference to the tonsils. 
Whenever a patient believes he is a bleeder we take the coagulation 
time. I agree with Dr. Hays that the patients who have a coagulation 
time twice the normal do not bleed any oftener than those who have a 
fairly normal bleeding time. I do not believe that the coagulation time 
is any very great help, but I do feel that when patients tell us that they 
have difficulty in their coagulation, that it is wise to take the coagulation 
time to relieve their minds. : 

We did not speak of deformity following the operation. I regret to 
say that occasionally we do get deformity, not in a very large percentage 
of cases, but sometimes we find a little more of the posterior pillar gone 
than we would like, and the result is not as good cosmetically as we 
would like to have it, but with very careful dissection of the posterior 
and the anterior pillars, deformities are not very great. We cannot 
save them always with cases that have been operated on before. Many 
of them have more or less shortening of the pillars. 

I see no reason why lung abscesses should always be inhalation ab- 
scesses. I cannot see why a considerable number may not be of the 
infarct type. The parts that are operated on are in constant motion 
and are swollen, and there must be a certain amount of tearing loose 
which would favor the clots breaking off and getting through the veins 
into the lungs, and I believe there are more infarct cases than we have 
any idea of. 

Dr. Smith spoke about loss in weight. We did not notice that, because 
we do what Dr. Smith advocates—have the patients. rest in bed, and I 

. think there is one other reason also. There is less trauma in a dis- 
section operation than in many of the operations that are done with 
instruments of the Sluder type. Our young patients do not have diffi- 
culty in taking their food, and that, together with the lack of trauma 
and keeping them quiet accounts for the good results. We usuaily keep 
the cases in bed for 48 hours in the hospital, and they are told to go 
home and keep in bed to lessen the danger of infections. As an instauce 
of that we had a child in very poor shape suffering from diabetes, with 
badly infected tonsils, and before operation she was on a very low diet 
—about a 60 per cent diet—and that child had lost one-quarter of a 
pound at the end of the week following tonsillectomy. That was the 
total loss of weight in that time. She was able to take such food as 
would be given to her during that time. 
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Oralism and Auralism 


In these pages we desire to keep our readers in touch with the activities 
in Problems of the Deaf and Corrective Speech. 


The American League for the Hard of 
Hearing is an established entity and every 
worker in oto-laryngology should be famil- 
iar with its operations and its possibilities. 
It is a favorable sign of the times when the 
medical profession interests itself seriously 
and actively in special educational prob- 
lems. The American League for the Hard 
of Hearing is an organization established 
for the purpose of bringing into closer co- 
operation ail interests and all individuals 
to alleviate, to elevate and to stimulate the 
conditions of the deafened and the hard of 
hearing. 

The officers and charter members of this 
organization have framed a constitution and 
working plan on broadest lines, hoping to 
include all who are interested in this ques- 
tion in every community in the land. Chap- 
ters are to be organized everywhere to as- 
sist in carrying out the plan of work as laid 
down by this central body. Local leagues 
have already been organized in New York, 
Chicago, St. Louis, San Francisco, Los An- 
geles, Toledo, etc., etc., and the effect of 
this radiation of a common cause is al- 
ready in evidence. - New chapters are being 
organized in many communities, classes for 
the teaching of lip-reading to the adult deaf 
poor are being formed, labor bureaus for 
the employment of deafened workers are 
active, community centers for getting the 
hard of hearing members together for co- 
operation and for the closer study of these 
problems are enthusiastically attended, pub- 
licity in all communities where chapters are 
organized is effectively educating the peo- 
ple to an understanding of these important 
questions and a large number of deafened 
individuals are reaping the reward of such 
activities, are becoming expert lip-readers, 
are uplifted by the spirit of good-fellow- 
ship, are aided by employment bureaus, are 
stimulated by the force of example with 
which their fellows are overcoming these 
handicaps and the entire movement has 
splendid potentialities. Let oto-laryngolo- 
gists be active in this work; let them assist 
in the organization of local chapters as has 


been done by Dr. Wendell C. Philips, and 
Dr. Harold M. Hays in New York, Dr. 
Thomas Hubbard in Toledo, Dr. Joseph C. 
Beck in Chicago, and others. 

The address of the Secretary of the 
American League for the Hard of Hearing 
is: Annetta W. Peck, 126 East 59th street, 
New York City. Get in touch with one or 
more teachers of lip-reading for the aduit 
deaf and a number of fellow-citizens in 
your community who appreciate the value 
of this movement and organize a local chap- 
ter. 

St. Louis Chapter, A. L. for H. O. H. 

The organization of the St. Louis League 
for the Hard of Hearing, the new local 
chapter of the American League for the 
Hard of Hearing, was effected early in Oc- 
tober, 1920. There were over twenty char- 
ter members in attendance. The meeting 
was addressed by Dr. Harold Hays, Presi- 
dent of the New York League for the Hard 
of Hearing, who outlined the plan and 
scope of work for the local chapter and 
spoke encouragingly of the good work pro- 
jected in St. Louis. 

The purpose of the league is to create 
a community center for hard of hearing 
people ; to co-operate in all questions con- 
cerning the prevention of deafness; to es- 
tablish an employment bureau where hard 
of hearing people who have acquired lip- 
reading may be placed in satisfactory posi- 
tions ; to secure club rooms where reading, 
checkers, chess and bridge can be indulged 
in; to invite ministers of various denomina- 
tions to address the deafened members of 
this chapter on Sunday afternoons; to de- 
velop all activities that may tend to amé- 
liorate the conditions of the deafened; to 
create a better social spirit and to co-operate 
in legislation, with the medical profession, 
with school authorities, with social service 
workers and all concerned in the uplift of 
the deaf. 

Permanent club rcoms have been ten- 
dered the local chapter through the cour- 
tesy of the Trustees of the Central Insti- 
tute for the Deaf and are located at 900 


= 
- 
ie 


ORALISM 


South Kingshighway. A free evening class 
for instruction in lip-reading has been or- 
ganized under the leadership of Miss Lula 
Bruce and will meet every Tuesday eve- 
ning at eight o'clock at the club rooms. 
All hard of hearing and deafened people 
who desire to avail themselves of this unu- 
sual opportunity to study lip-reading and 
better speech are invited to join this class. 
The newly elected officers of the league 
are: 
Mr. J. M. Turley, President. 
Mrs. H. Broadbent, Vice-President. 
Miss Marion G. Scudder, Secretary- 
Treasurer. 


All inquiries concerning the work of the 
local chapter may be addressed to the Sec- 
retary-Treasurer at the chapter headquar- 
ters, 900 South Kingshighway. 


Toledo Chapter, A. L. for H. O. H. 

The Toledo League for the Hard of 
Hearing, which was organized about a year 
ago, had a house-warming in its new Club 
House, November 15th, last. The writer 
had the privilege of attending this house- 
warming as an invited guest, and it was 
indeed a privilege to see the enthusiasm and 
co-operation of more than one hundred peo- 
ple who crowded into the new Club House 
during a driving snowstorm to lend their 
presence on this eventful occasion. The 
moving spirit of the Toledo League for the 
Hard of Hearing is Mrs. Rodney Dewey. 
Mrs. Dewey, on the advice of her otologists 
some years ago, took up lip-reading to serve 
as an asset in the case of her defective 
hearing ; she became not only an expert lip- 
reader but a qualified teacher of speech- 
reading and the pioneer instructor in this 
special education in Toledo.. She has made 
many of her pupils quite independent of 
their handicap of deafness, and it was a 
splendid tribute not only to her energies in 
organizing the Toledo League but also to 
hér abilities as a teacher that so many earn- 
est and enthusiastic men and women were 
present and assisted at the dedication of 
the Toledo League’s ‘““Home.” 

I think Dr. Thomas Hubbard, whose 
guest I was on this occasion, also felt the 
inspiration of the-day and realized that the 
Toledo League had builded even better than 
it knew. 

What Toledo has done, other communi- 
ties can do, 
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Demonstration in Detroit 


At a meeting of the Wayne County Med- 
ical Society in Detroit in November, 1920, 
a practical demonstration of the work of 
the pupils and teachers of the Detroit Day 
School for the Deaf was presented to the 
members and their friends, This was the 
first demonstration of its kind in the City 
of Detroit and it afforded the medical pro- 
fession of that city an opportunity to rea- 
lize what good work was going on in their 
community in this special form of educa- 
tion. One of the prominent otologists of 
Detroit remarked that it was the first time 
he had ever seen the practical accomplish- 
ment of oral work in the training of totally 
deaf children. We cannot refrain from the 
comment that the Detroit Day School for the 
Deaf was established more than ten years 
ago and yet but two or three of the otolo- 
gists of this large community knew what 
was being done there or how it was done. 
In fact, one of the Detroit otologists who 
accompanied the writer on a visit to this 
excellent school asked for information as 
to the whereabouts of the school. These 
comments are intended for constructive 
criticisms and not: fault-findings. We of 
the otological and laryngological profession 
have our time and talents so seriously en- 
gaged in the study of the pathology, sur- 
gery and therapy of diseases of the ear, 
nose and throat that but little attention has 
been paid to the economics, pedagogy, psy- 
chology and sociology of the deaf. Every 
doctor owes the community a certain re- 
sponsibility in the care and proper educa- 
tion of the normal child and to a certain 
degree recognizes such responsibility. He 
also owes a responsibility in the case of the 
deaf child and the defective speech child— 
a responsibility which until now but few 
members of the medical profession have 
either assumed or discharged. There is no 
group working for the upbuilding of a com- 
munity more influential and more effective 
for good than the members of the medical 
profession. and in the economic upheavals 
and changes that are bound to follow in the 
wake of the world war or any other great 
crisis in the history of a nation, there is 
no greater opportunity for a study and a 
realization of such responsibilities than 
now. 
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Oralism and Auralism 


In these pages we desire to keep our readers in touch with the activities 


in Problems of the Deaf and Corrective Speech. 


Chicago Day. Schools for the Deaf. 

A visit to the Parker Practice School 
last week gave us a good insight of the 
work done for deaf children by the Chi- 
cago Public School System. Like all 
progressive movements in special educa- 
tion, the oral training of the deaf child 
has been introduced in Chicago and today 
there are four free and public day schools 
where deaf children can receive the ben- 
efits of exclusively oral training in the 
city of Chicago. For the benefit of our 
readers in Chicago and vicinity we in- 
clude the locations of these schools: 

Parker Practice School, 68th street 
and Stewart avenue; Miss Clara E. New- 
lee, Head Teacher. 

Beidler School for Deaf Children, Ked- 
zie avenue and Walnut street; Miss Alice 
C. Schilling, Head ‘Teacher. 

A. G. Bell School for Deaf, 3730 Oak- 
ley boulevard; Miss Katherine E. Ashel- 
by, Head Teacher. 

Kozminski Day School for the Deaf, 
54th street and Ingleside boulevard; 
Miss Margaret Van A. McKee, Head 
Teacher. 

At the Parker Practice School we found 
a splendid equipment, large, well-venti- 
lated, well-lighted schoolrooms, and an 
excellent teaching corps. The classes 
were small, enabling the teachers to of- 
fer much individual attention to pupils. 
There was good scholarship, good lan- 
guage and fair speech. We saw but lit- 
tle rhythm and music work and no ef- 
forts have as yet been made at system- 
atized acoustic training or the conserva- 
tion of residual hearing. There was quite 
a number of pupils with residual hear- 
ing sufficient to qualify them to take 
much of their instruction by acoustic 
methods. We hope that the school au- 
thorities will soon authorize the head 


teacher to have one of her staff qualified 
and trained to engage in this special 
work. ‘There is much promise and great 
opportunity there. 

We are assured that the other day 
schools are conducted along similar 
standards and of equal scholarship. 


Schools for the Deaf. 


The last issue of the Annals of the 
Deaf (January, 1921), contains a list of 
all schools for the deaf in the United 
States, their classification into public and 
private schools, state and local schools, 
Sign, Combined and Oral Methods of in- 
struction, location, capacity in pupils, 
names of executive officers, and other 
valuable data. Oto-laryngologists are 
frequently called upon to advise parents 
of deaf children in the selection of school, 
location, age at which child is accepted 
and scholastic opportunities. It would 
be well for each oto-laryngologist to have 
a reference copy of this issue of the An- 
nals. It also contains an alphabetical list 
of instructors of the deaf throughout the 
country. 

Chicago League for the Hard of Hearing. 

The officers of the Chicago League for 
the Hard of Hearing gave an informal 
supper the evening of February 4th last. 
Besides the officers and some of the mem- 
bers of the League, there were present 
Dr. Wendell C. Phillips of New York, 
Dr. Charles W. Richardson of Washing- 
ton, Dr. Max A. Goldstein of St. Louis 
and the following oto-laryngologists of 


Chicago: Drs. Norval H. Pierce, Joseph 
C. Beck, Gordon Wilson, George E. 
Shambaugh, Burton D. — Haseltine, 


Charles M. Robertson and others. 
After introductory remarks by Miss 


Mary McCowan, the President of the 
League, Dr. Phillips, gave an interesting 
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talk on the organization of the American 
League for the Hard of Hearing, its pur- 
poses and prospects. 


Dr. Pierce gave a brief report of his 
visit to the Illinois State School for the 
Deaf at Jacksonville, and pledged his in- 
terest and active support in the League 
and in work with the deaf child. 


Dr. Goldstein emphasized the impor- 
tance of co-operation of the oto-laryngo- 
logic profession in particular and the 
American Medical Association in general 
in all problems associated with the uplift 
of the deaf. He referred to the Commit- 
tee on the Deaf Child which had just 
concluded one of its meetings in Chi- 
cago, mentioned the official resolutions 
of the Committee as adopted at the an- 
nual meeting of the American Medical 
Association in New Orleans and endorsed 
without qualification by the Society of 
Progressive Oral Advocates in Mount 
Airy and with some modification by the 
American Association for the Promotion 
of the Teaching of Speech to the deaf at 
the same meeting. He stated as his opin- 
ion that it was not.an act of courtesy or 
good-will alone that should prompt the 
oto-laryngologists to study and support 
all movements associated with work for 
the deaf, but an actual civic and profes- 
sional obligation. 


He commented favorably on the fact 
that Chicago, through its public school 
system, offers to the deaf children of that 
city exclusively oral instruction, cited the 
excellent equipment and teaching facili- 
ties for such special education in the four 
Chicago Oral Day Schools. He directed 
attention of the Chicago oto-laryngolo- 
gists to the opportunities here afforded 
for a closer study of the deaf child and 
expressed the hope that his co-workers 
would co-operate with the Chicago teach- 
ers in these special schools toward educa- 
tional progress. 


Dr. Richardson cited the splendid 
achievements of the group of teachers en- 
gaged in the instruction of lip-reading to 
deaf solciers in the Department of Voca- 
tional Training at Cape May. He de- 
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clared himself unconditionally an advo- 
cate of exclusively oral training for all 
deaf children and especially in the form 
of instruction adopted by all day schools 
for the deaf. 


Dr. Haseltine referred to the possibili- 


ties of lip-reading for the deafened as an 
asset in large industrial institutions. 


Drs. Beck and Robertson and Miss 
Gertrude Torrey also participated in the 
discussions. 


It was an unusually interesting eve- 
ning and much useful and practical infor- 
mation was brought out during the dis- 
cussion. 


The Committee on the Deaf Child. 


In the November, 1920, issue of THE 
LARYNGOSCOPE (page 729) the report of the 
Committee on the Deaf Child has been offi- 
cially presented to the oto-laryngologic pro- 
fession. We feel that it is the duty of ev- 
ery oto-laryngologist to read and digest this 
report carefully. This committee, consist- 
ing of Dr. Charles W. Richardson of Wash- 
ington, Dr. Elmer L. Kenyon of Chicago, 
Dr. Thomas J. Harris of New York and 
Dr. Max A. Goldstein of St: Louis, has been 
appointed by the oto-laryngologic section of 
the American Medical Association several 
years ago as a permanent committee. At 
the New Orleans meeting of the American 
Medical Association the report of this com- 
mittee was ratified by the Section on Oto- 
Laryngology and endorsed by the Coun- 
cil of the American Medical Association. 


A formidable plan and scope of work is 
outlined by this committee in its official re- 
port, the underlying puzpose of which is to 
raise the standard of education for the 
deaf, to co-operate with all organizations 
and factors concerned in the problems of 
the deaf and to enlist the interest and sup- 
port of every member of the American 
Medical Association in this splendid en- 
deavor. 


This Committee on the Deaf Child plans 
to have another report ready to submit to 
the next annual meeting of the American 
Medical Association in Boston in June, 
1921. 
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Number 3 


Oralism and 


Auralism 


In these pages we desire to keep our readers in touch with the activities 


in Problems of the Deaf and Corrective Speech. 


SOCIETY OF PROGRESSIVE ORAL 
ADVOCATES. 


The Society of Progressive Oral Advo- 
cates will hold its Third Annual Conven- 
tion at Washington University Medical 
School Auditorium in St. Louis, next June 
16, 17 and 18. The provisional program 
of participants includes a number of doc- 
tors who have shown unusual interest in 
the problems of the deaf and in corrective 
speech. It is a matter of much signifi- 
cance that medical colleagues in several 
specialties are bending their energies to- 
ward this movement. 

The officers of the Society of Pro- 
gressive Oral Advocates conduct the 
meetings. of this organization much like 
those in vogue in special medical societies 
and this tends to elevate such meetings 
to a strictly scientific standard. The co- 
operation of the oto-laryngologist, the 
neurologist, psychiatrist and pediatrician 
will add significant strength to the devel- 
opment of the deaf.” 

There was a time when the teacher of 
the deaf, whether class-room instructor, 
principal or superintendent, regarded the 
investigations of these specialists into 
teaching methods, mental and special ex- 
aminations of pupils and the study of 
numerous questions that presented them- 
selves to the medical mind, as the act of 
an interloper. In fact, the writer has been 
told on several occasions that such in- 
quiries were neither desirable. nor wel- 
come. But the spirit of the times is 
changing; the far-sighted teacher of the 
deaf child is now ready to recognize the 
fact that the oto-laryngologists, the psy- 
chiatrist and. pediatrician with his many 


years of training in anatomy and physiol- 
ogy of the brain, the hearing organs and 
the speech mechanism, together with his 
methods of diagnosis and logical investi- 
gations, may develop into a co-operative 
force that prognosticates a greater possi- 
bility and a brighter future for the deaf 
child. 

The teacher of the deaf.and the experi- 
enced oto-laryngologist and psychiatrist, 
sitting together in convention and discus- 
sing problems of mutual interest not only 
in their broader aspect but also in finer 
scientific details, must eventually produce 
better and bigger things in this field of 
special education. 

Too much stress cannot be laid on the 
important productiveness of such co-oper- 
ation. The trained teacher of the deaf 
and the experienced oto-laryngologist 
each contributes an entirely different line 
of thought and experience to the problems 
concerned in the development of the deaf 
child and the several factors when welded 
into a large and influential working force 
must stimulate valuable thought and act 
in the evolution of this work. 

We hope that the excellent: example 
set by the small group of men in the med- 
ical profession who are now interesting 
themselves in this cause will stimulate 
many colleagues throughout the country 
to similar effort. 


TENTATIVE PROGRAM. 
“Observations on Day Schools for the 
Deaf,” Miss Gertrude Van Adestine, Prin- 
cipal, Detroit Day School for the Deaf. 
“Meet and Convince the Public,” Miss 
Francis Bell, Flint, Mich., Oral Depart- 
ment, Michigan State School for the Deaf. 
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“Rhythm,” Miss Eleanor Jones, Scran- 
ton, Pa., Day School for the Deaf. 

“The Religious Training of the Deaf,” 
Mr. Arthur Manning, Pittsburgh, Pa., 
Western Pennsylvania State School for 

the Deaf. 
- “Acoustic Training,” Miss Lilla B. Mc- 
Kenzie, St. Louis, Central Institute for 
the Deaf. 

“The Acoustic Method,” led by Dr. 
Max A. Goldstein. Participants: Mr. 
John Dutton Wright, Mrs. Anna C. Hurd, 
Miss L. B. McKenzie, Miss Berry, Miss 
Van Ingen, Miss Pettipiece, Miss Moore. 

“Social Service Work Among the Deaf 
in the State of Illinois,” Miss Hasenstab, 
Illinois State Social Service Worker. 


“Neurological Aspects of Speech and 
Hearing Defects,” Dr. Sidney I. Schwab, 
Professor of Neurology, Washington 
University Medical School, St. Louis. 


Dr. J. E. W. Wallin, St. Louis, Di- 


rector. Psycho-Educational Clinic. 

“Exceptional Children,’ Maxmillian G. 
P. Grossman, Plainfield, N. J., Director 
of School for Exceptional Children. 


“Report of Unusual Cases of Deaf and 
Defective Speech Soldiers,” Dr. Gordon 
Berry, Worcester, Mass., Late Officer, 
Department of Reconstruction for Deaf- 
ened Soldiers, Cape May, N. J. 


“How and Why I Organized a Local 
Chapter of the League for the Hard of 
Hearing,” Mrs. Rodney Dewey, Presi- 
dent, ‘toledo League for the Hard of 
Hearing. 

“Teaching the Adult Deaf,” Mrs. Edw. 
B. Nitchie, New York, Principal, New 
York School for Hard of Hearing. 


‘Methods of Mental Reconstruction of 
the Deafened,” Dr. Harold M. Hays, 
President, New York League for the 
_ Hard of Hearing. 


“Types of Individual Adult Pupils in 
Lip-Reading,” Miss Gertrude Torrey. 
Principal, Chicago School of Lip-Reading. 


The officers of the Society of Progres- 
Sive Oral Advocates herewith extend a 
cordial and general invitation to all mem- 


bers of the medical profession and espe- 
cially to the oto-laryngologists, neurol- 
ogists and pediatricians to attend this 
convention and to inoculate themselves 
with the specific infection which has al- 


.ready stimulated the smaller group of 


their confreres to assist in this worthy 
educational and re-educational work. 


Deaf Mutism—A Critical Review. 


Dr. J. Kerr Love of Glasgow publishes 
an interesting review of Deaf Mutism in 
the January, 1921, issue of the British 
Journal of Laryngology and Otology. He 
traces Deaf Dumbness or Deaf Mutism 
chronologically from Pliny, the Elder 
(79 A. D.) through the ages and cites the 
interesting observation that for nearly 
1,800 years “medical men left the deaf 
mute severely alone.” 

Love quotes from Itard of Paris, Kra- 
mer of Berlin, Schmaltz of Dresden, Wild 
of Dublin, Toynbee of London, Hartmann 
of Berlin, Mygind of Copenhagen, Be- 
zold of Munich and others, presenting 
brief paragraphs of their special con- 
tributions to the subject of Deaf Mutism 
and to the whole field of diagnosis, sta- 
tistics, etiology, morbid anatomy and 
treatment of the deaf. 

He writes with emphasis and en- 
couragement on the gréat value of 
residual hearing in the development of 
speech: “These semi-deaf children and 
the semi-mute above referred to should 
certainly be trained by the oral method. 
Both of these classes if properly taught 
will continue to use speech -as the ordi- 
nary means of conversing with their fel- 
lowmen in after-life.” 

Dr. Love concludes this critical review 
of Deaf Mutism by this characteristic 
paragraph: “The role of the medical 
man is not that of a teacher of the deaf. 
His is to study not only the ears, the hear- 
ing, the voice and the speech, but the 
whole deaf child, to apply this clinical 
knowledge in the interests of the desi, 
and above all, to seek for the causes of 
deafness and by their removal to make 
these special methods merely interesting 
recollections.” 
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ADVERTISEMENTS. 


POST NASAL SYRINGE 
Suggested by DR. FREDERICK MENGE. 


A three ounce rubber bulb syringe, with a suitably curved metal nozzle, 
adapted to injections into the posterior nares, has the advantage of the applica- 
tion of fluids directly to the diseased parts, without the danger of their entrance 
into the middle ear through the Eustachian Tube. The nozzle has a number of 
perforations, so that the fluids may be distributed over a large area as a coarse 
spray. 

Price $1.25 


5 per cent discount for Cash with Order. 


SHARP & SMITH of 
HIGH GRADE SURGICAL INSTRUMENTS AND HOSPITAL SUPPLIES 


65 EAST LAKE STREET CHICAGO 
Between Wabash Ave. and Michigan Blvd. 


ORIGINAL COMMUNICATIONS. 
Continued on page ii. 
Nystagmus and Its Clinical Significance. Prof. Dr. HeErnrich Neuman, Vienna 911 


Alterations of Orientation in Labyrinth Lesions and of the Central Nervous 
System. Prof. F. Lasacna, Parma, Italy 922 


Report of a Case of Peritonsillar Abscess Followed by Phlebitis of Interaal 
Jugular Vein. Dr. J.C. Krrsy, Boston 


Fibro-Lipomata of the Membrana Tympani. Dr. E. Vernon, Chicago 


Otiobiosis (Ear Tick Disease). Dr. Noxon Toomey, St. Louis 


Epiphora After Extirpation of Lacrimal Sac. Dr. J. J. Grrpert, Providence.......... 938 


The Early Stages of Hyperplastic Ethmoiditis (Larval Ethmoiditis). Dr. S. 
New York 


Aspergillos of the Maxillary Sinus. Dr. R. H. SkiLLern, Philadelphia 


A New Remedy for Vincent’s Angina. Dr. C. R. Kinc, Toledo 


Arrested Laryngeal Tuberculosis—Abscess of Zygomatic Fossa Following Pneu- 
monia—Exostosis of External Auditory Canal. Dr. Henry S. WIEDER, 
Philadelphia 953 
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II ADVERTISEMENTS. 


The application of cold packs 
H e at Vs. . 6) ] d to the thoracic wall as a 


remedial agent in the treat- 


ment of pneumonia is rap- 


IN PNEUMONIA idly being discarded by 


practitioners. 


The application of heat is again in favor and physicians in every 
part of the country are now convinced that the logical, safe and 
Sane method of treating pneumonia Includes the application of 
prolonged moist heat over the entire thoracic wall. 


TRADE MARK 


not only offers the best known method of continuously applying 
moist heat of equable temperature for a long period, together with 
the advantages attendant upon its physical properties, hygroscopy, 
exosmosis and endosmosis, but it offers the pneumonic patient 
exactly what he absolutely requires—EASE and REST. When 
Antiphlogistine is once applied it can advantageously remain In 
place for a long period, usually from twelve to twenty-four hours, 
all the time performing its soothing and effective service. 


THE DENVER CHEMICAL M’F’G. COMPANY, NEW YORK CITY 


CONTENTS.— Continued from page 1. 


Some Facts Concerning Hay Fever and Asthma. Dr. M. J. Goriies, New York 957 


A New Method of Measuring Hearing Power by Means of an Electric Acumeter. 
Dr. Joun Guttman, New York 960 


A New Method and a New Instrument for Endoscopic Examination of the Max- 


A New Tonsil Instrument and Method of Use. Dr. T. E. WALKER, Cleveland....... 969 


A New Perichondrium Elevator for Resection of the Septum. Dr. C. A. Camp- 
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ADVERTISEMENTS. 


RADIUM IS WORTH 17S COST 


Radium has a definite place in surgery and medicine today 
in the specific treatment of skin and other superficial forms of 
cancer, and also in conjunction with the operative treatment of 
cancer occurring internally. Its value in the treatment of some 
other common diseases has been demonstrated and proven. 


MEDICAL RESEARCH SERVICE 


It is the purpose of the Radium Company of Colorado to 
co-operate with not only those physicians who have bought 
radium, but also with those who would like to keep abreast of 
the current developments of the treatment of disease with this 
unique therapeutic element.: 


A PHYSICIANS REPUTATION 


will be not only safeguarded, but enhanced, if when entering 
upon the practice of radium therapy he has at his command 
the complete and careful service which the mark below denotes. 


Write our nearest office. 

We can explain more intelligently this Company’s complete 
service, which only commences when the purchase of radium is 
made, if when writing us the physician or surgeon states in 
what field of work he is specializing. 


\ APPLICATORS. SERVICE 


«The Mark of a Complete ond Careful Radium Therapeutic Service 


THE RADIUM COMPANY OF COLORADO 


PRINCIPAL OFFICES LABORATORIES 


RADIUM BUILDING DENVER COLORADO 
BRANCH OFFICES 

SAN FRANCISCO CHICAGO NEW YORK 

582 MARKET ST. PEOPLES GAS BLDG. 50 UNION SQUARE 


Kindly mention THe LaryncoscorE when communicating with advertisers. 
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ADVERTISEMENTS. 


“BRIDGING THE GAP” 


A FORWARD STEP 


For the sole purpose of establishing a closer relationship with the foreign 
language publications, our Managing Editor has spent the last two 
months in visiting European medical centers to arrange for the more 
prompt and accurate abstracting of foreign medical literature. 

Sub-offices are now main- 

tained also in Naples, Ma- 


drid and Vienna, where the 
abstracts are being made 


in their native tongue by THE 

Italian, Spanish and Ger- 

man medical abstractors. AMERICAN INSTITUTE OF MEDICINE HAS 
The French articles are OPENED A CONTINENTAL BUREAU IN PARIS 
dealt with similarly in 

Paris. (at 13 Boulevard Malesherbes) AND HAS ES- 


Then, our previously TABLISHED THERE ONE OF THE ASSOCIATE 
trained staff makes over 
these abstracts into Eng- EDITORS, WITH CAPABLE ASSISTANTS FROM 


lish, and they will reach THE NEW YORK STAFF. THE LIST OF FOR- 
New York as quickly as 


(sometimes before) the EIGN PERIODICALS HAS BEEN REVISED AND 
foreign medical journals THEIR NUMBER HAS BEEN INCREASED, UN- 
get there. Thus, the gap 

hetween the date of an DER CAREFUL CONSIDERATION, WITH A 
article and its appearance VIEW TO COVERING THE FOREIGN FIELD 


in abstract form in our 
monthly Survey will be’ MORE THOROUGHLY. 


bridged, and our subscrib- 
ers will appreciate the ef- 
forts made in their inter- 
est. 


We may justly claim that we are offering a unique and highly valuable 
service to the medical profession. Neither labor nor money is being 


spared to effect the desired end. 


For particulars write to the 


American Institute of Medicine 
13 East 42nd Street, New York City 


Laryn.-12-21 


Kindly mention Tue LaryncoscorpE when communicating with advertisers. 
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ADVERTISEMENTS. 


FOR 


INFLAMMATORY AFFECTIONS OF THE RESPIRATORY PASSAGES 
USE 


The Jodine Oil Spray 


PUT UP IN ORIGINAL 1 OZ. (30.0 CC) BOTTLES ONLY 


Samples and literature on request. 


Lurie & Stoller, New York City . 


750 Lexington Avenue. 


COHOOSING A SEDATIVE POR CHILDREN 


is a matter of more than ordinary importance. 
While the one chosen must be potent yet at the same time it 
should be free from depressing influences. 


PA SADYNE~ 


DANIEL'’S CONCENTRATED CTURE 
OF PASSIFLORA INCARWNATA, 


meets these demands for an ideal sedative for use in children. 
The sedative merits of PASADVNE (Danie) have been proved by thirty years’ clinical tests. 
POTENT —NON-DEPRESSING—SAFE. 
If HAS NO CONCERN WITH THE HARRISON ACT. 
SAMPLES AND LITERATURE SUPPLIED TO PHYSICIANS PAYING EXPRESS CHARGES 
Laporarory or JOHN B.DANIEL, Inc., ATLANTs,Geonsia. 


— BURNS — 


in various forms yield to the treatment of 


CAMPHO-PHENIQUE 


In severe burns where medical attention is necessary, the physician will find that 
CAMPHO-PHENIQUE fully meets the requirements. Its anaesthetic properties 
relieve the pain almost instantly. Healing is quick and sure in most cases. To get 
the best results, use CAMPHO-PHENIQUE one part and olive or sweet oil three 
parts, apply same to the wound as often as necessary with absorbent cotton and 
the usual bandages. Liquid 0c and $1.20; Powder 30c, 75c and $6.00; Ointment $1.20 


SAMPLES AND LITERATURE ON REQUEST 


CAMPHO-PHENIQUE CO., ST. LOUIS, MO. 


Kindly mention THe LaryncoscopeE when communicating with advertisers. 


| Vv 
{ 
| 
| 
| 
( 
THERE 
+445 
Hit 
HE “ 
| 
att 
SLPOWDER jo Nie 
A 
ORE DRESSING | if 


Vi 


ADVERTISEMENTS. 


CORYZA 


And its Abortive treatment by the local application 


of 
NASAL CREAM 


(Leslie) 


An efficient and logical remedy in the local therapy of Coryza, 
Hypertrophic Rhinitis, Chronic Catarrhal conditions and all Nasal 
irritation and engorgement due to various causes. 

In Coryza the therapeutic action of Nasal Cream (Leslie) is that 
of a mild and persistent capillary astringent and Antiphlogistic. 

Nasal Cream is a vaso constrictor. 

Nasal Cream produces a mild local anesthetic effect upon the 
peripheral nerve endings. 

Nasal Cream by its Antiphlogistic action depletes capillary en- 
gorgement. 

Nasal Cream neutralizes and diminishes the profuse irritating 
nasal secretion. 

Nasal Cream contains a physiological saline content. 

Nasal Cream will promptly abort a severe Coryza, thus prevent- 


ing a reflex action which may terminate in a severe bronchial irrita- 
tion. 


In sterile flexible tubes 50 Cents 
LESLIE & CO. 
CHEMISTS 954 Sixth Ave., at 54th St. NEW YORK 
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Nhloride ofDiethylamis 
para-aminobenzoate 
Abctured under Licens 
1 Foundation, Inc.u 


States Letters 612, 


Procaine— 
Novol 


Procaine (Novol) is seven times less 
toxic than cocaine. In ophthalmology 
and otolaryngology, Procaine (Novol) 
may be used either: 


(a) In infiltration and nerve- 
blocking from %% to 2% so- 
lution. 

(b) For topical application, 
to mucous membrane, in 20% 
solution or full strength. 


4 || Procaine (Novol) is supplied in 5 
‘ Local etre gramme Vials at $1.00, and 1 oz. con- 
tainers at $5.00. Procaine Tablets in 


chioride of 
aminobenzoate 


Descriptive Literature Upon Request. 


NOVOCOL CHEMICAL MFG. CO. Inc. 


Makers of Novol Products 
2921-2923 Atlantic Av., BROOLYN, N. Y. 


Sole plutributor | 
Yocol Chemical Mfg 


Mlantic Avenue, Beet 


Los Angeles Chicago 


MUTT 


Kindly mention Tur LaryncoscopE when communicating with advertisers. 
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ADVERTISEMENTS. 


TUNING FORKS 


The complete series of genuine Bezold-Edelman Tuning Forks are now 


available and can be promptly supplied from stock, either in sets as illus- 
trated, or singly. 


vit 


Galton-Edelman Whistle 


Set A Complete from 1 to 14, including No.No. 13 Galton Whistle, a4 (3480-30000) 
0 and No. 22. No 


. 14. Rubber Hammer 
No. 1 Tuning Fork Ca to G2 (16-24) Hammer handle 
No. 2 Tuning Fork G2 to D1 (24-36) No. l4da Key 
No. 3 Tuning Fork D1 to A7 (36-55) No. 15 Tuning Fork G3 (1550) 
No. 4 Tuning Fork Al to Fis (55-90) No. 16 Tuning Fork C4 (2069) 
No. 5 Tuning Fork Fis to dis (90-150) No. 17 Tuning Fork G4 (3100) 
No. 6 Tuning Fork dis to a (150-217) No. 18 Tuning Fork C5 (e139) 
No. 7 Tuning Fork a to dis7 (217-307) No. 19 Metal Hammer 
No. 8 Tuning Fork disi to al (307-436) No. 20 Tuning Fork, Schwabach test (A- 
No. 9 Tuning Fork al to dis2 (435-615) 10875) 
No. 10 Tuning Fork dis2 to A2 (615-870) No. 22 


Tuning Fork, Rinne test (A435) 
No. 11 Whistle, large, e2 to a3 (662-1750) 


Whistle, small, a3 to a4 (1740-3480) Struycken’s Monochord, also now in stock 


V. MUELLER & COMPANY 
Surgeons’ Instruments 


1771-89 Ogden Ave. 


Chicago, Illinois 


Kindly mention THe LaryNncoscorE when communicating with advertisers, 
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ADVERTISEMENTS. 


BENZOINOL 


Preparations 


Are unusually efficient remedies in the treatment of diseases 
of the nose and throat. 


Benzoinol—Plain (Benzoinated). 
Benzoinol—Dr, O. B. Douglass Form. 
Benzoinol—Dr. L. E. Blair Form. 
Benzoinol—Dr. A. Voislawsky Form. 
Benzoinol—Iodine and Carbolic. 
Benzoinol—Iodine. 
Benzoinol—Resorcin Co. 
Benzoinol—Menthol. 
Benzoinol—Campho Menthol. 
Benzoinol—Eucalyptal, etc. 


SCHIEFFELIN & CO. New York 


DISTRIBUTORS 


The KLAAR HEADLIGHT 


THE MOST EFFICIENT HEADLIGHT NOW MADE 


Brilliant: Ilumination. 

Illumination Follows Visual 
Axis. 

Adjustable Focus. 

No heat. 

Light weight. 


Operates on pocket 
battery. 


New Instrument Catalog on Request 
Specialists Instruments 


a 520 FIFTH AVE. New York 


Kindly mention Tue Laryncoscore when communicating with advertisers. 
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ADVERTISEMENTS. 1X 


| Old Way 


Better Ocular Therapeutics 
can be obtained by the use of “M. E. 8S. Co.” brand of Ophthalmic Ointments. Reasons: 
Selected Chemicals, Thorough Trituration, Perfect Incorporation, Sterilized Tubes, Boiled 
and Strained Petrolatum, Excellent Service, No Waste, No Dirty Salve Jar, Right Prices. 
Write for Complete Information. 
MANHATTAN EYE SALVE CO, Inc. Louisville, Ky. 


THE NEW YORK EYE and EAR INFIRMARY 


School of Ophthalmology and Otology—For Graduates of Medicine. 


Clinics daily by the Surgical Staff of the Infirmary. Special courses in Ophthalmoscopy, Refraction, 
Operative Surgery of the Eye and Ear, Pathology and External Diseases of the Eye. 

The abundant clinical material at this well-known institution affords students an unusual opportunity 
for obtaining a practical knowledge of these special subjects. Two vacancies in the House Staff occur 
in March, July and November of each year. For particulars address the Secretary, 


DR.WEBB W. WEEKS Eye and Ear Infirmary 


Aids to Prophylaxis and 
Treatment of 


Nasal Colds and Irritations 
Catarrh, Rhinitis, etc. 


The V-K-M Family 


In 1-oz. Tubes, with Applicator 


V-E-M (Ung. Eucalypto] Compound) 
V-E-M with Boric Acid 

V-E-M with Camphor 

V-E-M with Ichthyol 

V-E-M with Zine Stearate 


Whatever antiseptic and healing properties their con- 
stituents possess are exhibited to the utmost in the 
V-E-M products. The attachment shown in the cut 
(furnished free with every tube) “shoots” the oint- 
ment up into the nasal passage, where it clings for 
hours, the natural body warmth causing it to spread | 
over the mucous surfaces. 


Safe - Sanitary - Successful 


For Sale by Up-to-Date Druggists 


Manufactured by 


SCHOONMAKER LABORATORIES, Inc. 
70 East 42nd St., New York City 


Kindly mention Tue Laryncoscore when communicating with advertisers. 
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ITEMS OF INTEREST. 


Under this heading Tur LaryNncoscorre will publish items written by 
Doctors, to Doctors and for Doctors, with special reference to 
Laryngologists and Otologists: Notes, Queries and An- 
swers. Communications may be sent to the Edi- 
tor of News Items, LARYNGOSCOPE. 

Names will not be published, 
but must accompany 
-all communi- 
cations. 


LIST OF AMERICAN NATIONAL ORGANIZATIONS WITH DATES 
AND PLACES OF THEIR NEXT MEETING. 


American Laryngological Association, Harmon Smith, New York, 
President. George M. Coates, 1736 Pine Street, Philadelphia, Pa., 
Secretary. May 1-2-3, 1922, Washington, D. C. 

American Otological Association, H. S. Birkett, Montreal, Can., Presi- 
dent. Thos. J. Harris, New York, 116 East 40th St., Secretary. May 
2-3, 1922, Washington, D. C. 

American Laryngological, Rhinological and Otological Society, L. A. 
Coffin, New York, President; William H. Haskin, 40 East 41st St., Sec- 
retary. Date of meeting not yet announced. 

American Academy of Ophthalmology and Oto-laryngology, Edward F. 
Parker, President, Detroit, Mich. Luther C. Peter, 1539 Spruce St., 
Philadelphia, Pa., Secretary. September, 1922, Minneapolis, Minn. 

Section on Laryngology and Otology of the A. M. A., Joseph A. Stucky, 
Lexington, Ky., President. William B. Chamberlin, Osborn Bldg., 
Cleveland, Ohio, Secretary. May 22-26, 1922. St. Louis, Mo. 


The de Roaldes Prize of the American Laryngological Association, a 
gold medal of the value of $150 offered for the best original thesis upon 
a subject pertaining to Laryngology or Rhinology is now open for com- 
petition to non-members of the Association. 

Theses must be in the hands of the Chairman of the Prize Committee 
prior to April 1st, 1922. D. Bryson Delavan, M. D., Chairman. Address: 
40 East 41st St., New York. 


Sir St. Clair Thomson has had conferred on him the Order of Cheva- 
lier de la Legion d’Honneur for services rendered in France with the 
Croix Rouge Francaise during the War. Mille felicitations. 


Dr. Dunbar Roy of Atlanta, Georgia, has returned from an extended 
trip abroad, spending most of his time in France, Italy and Switzer- 
land, He was accompanied by Dr. Richmond McKinney of Memphis, Tenn. 
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ADVERTISEMENTS. XI 


“Neuralgia and Neuritis’’ 


says a well-known physician, “are merely the ‘cry of the nerves’ for 
tonic treatment and better nutrition.” 

Countless medical men have learned that there is no therapeutic 
agent that will “answer” this “cry” more promptly and satisfactorily than 


Gray’s Glycerine Tonic Comp. | 


Used in two to four teaspoonful doses, three or four times a day, it 


1. Raises the quality of the blood, 

2. Improves bodily nutrition, 

3. Overcomes nervous exhaustion, 

4- Relieves irritability and pain of the nerves, 

5. Imparts resisting and staying power to the nervous system, 
6. Restores the vitality and strength of the whole body. 


Often, therefore, when all other remedies fail to control neuralgia 
or neuritis, Gray’s Glycerine Tonic Comp. will afford prompt and per- 


manent relief. | 
The Purdue Frederick Co. ‘| 
135 Christopher Street, New York } 


THE 


LARYNGOSCO 


$6.00 PER YEAR. 


Kindly mention Tue Laryncoscopk when communicating with advertisers. 
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ITEMS OF INTEREST. 


Dr. James Eads How, the “millionaire hobo,” graduated in medicine 
from a St. Louis medical college according to a letter sent to the New 
York Tribune. The letter was written apropos of the service by Dr. How 
to a sick woman on shipboard. The writer further states that Dr. How 
hag legitimate claim to the titles of humanitarian and doctor. 


A New York physician writes to the Journal of the A. M. A., stating 
that he has not seen a single case of cocain poisoning in 12 years, and 
this immunity is due to the fact that he gives every patient, without 
exception, a large dose (25 to 50 ¢. c.) of whiskey or brandy by mouth, 
10 to 80 minutes before the first injection of cocain, In long continued 
operations the dose of the alcoholic liquor, ma; have to be repeated. 
Roughly translated the amount of whiskey thus given could be said to 
be “two fingers.” 

The enormous popularity that will follow the general publication of 
this letter is indubitable. We may expect great popularity in minor 
operations. The gentleman whose tonsils are to be removed will insist 
on one at a time, and beg the doctor not to hurry, also not to be too 
exact in measuring out the dose of the preventive medicine, 

After both tonsils are thus removed, the patient could have his teeth 
extracted, one at a time, and thus draw out the frequency of the need of 
alcoholic stimulants, delaying perhaps by an occasional trip to Canada 
in the summer, and Havana in the winter. Life would then again be 
“one sweet song” to the bibulously inclined. 


Dr. H, M. G. writes to the Journal commending the use of hollow tubes 
following submucous resection, saying: “The use of the tube is so simple, 
yet it so revolutionizes the after treatment, that one wonders it has not 
been described before.” To this Dr. O. G. answers: “This method was 
described 15 years ago by Professor G. Alexander of Vienna.” 

We rise to state that the use of rubber tubes in nasal surgery was first 
described by Dr. D. H. Goodwillie in the N. Y. Med. Journal, May 17, 
1890, p. 540. His article was-entitled “Nasal Intubation.” 

The presence of the rubber proved too irritating, the tubes were too long. 
As a result the perforated vulcanized tubes of varying sizes, known as the 
Mayer-Asch Tubes, came into vogue and are still used in appropriate cases. 


The following letter we believe may interest our readers: “Editor—Items 
—We have just finished the most delightful trip, personally conducted by 
a ‘laird of high degree. We journeyed through Ireland with the Vice- 
roy’s son, to India as the guest of the Maharajah, to the West Indies 
and back to London. We may as well say it was in a book called ‘Here, 
There and Everywhere,’ by Lord Frederick Hamilton (Doran). It was a 
most interesting description, abounding in humor, and very enjoyable. 
I read it aloud to my better-half, who in the meantime busied herself 
sewing. 

“His closing words are so apropos to the subject so frequently mentioned 
nowadays, that we are drifting far away morally, that I take the liberty 
of quoting those paragraphs. 

“*® Scottish clerical friend of mine, the minister of a large parish in 
the South of Scotland, told me that there were just two categories of 
people in the world, ‘decent bodies’ and the reverse, and the result of 
his seventy years experience of this world was that the ‘decent bodies’ 
largely predominated. 

“Although I am unable to claim quite as many years as my friend, the 
old minister, my experience coincides with his—the ‘decent bodies’ 
are ina great majority. I have met them everywhere amongst all classes, 
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ADVERTISEMENTS. XIII 


Diphtheria Antitoxin 


For treatment of acute cases and to produce 
immediate temporary immunity. 
Dose: 1000 to 20,000 Units. 


Supplied in aseptic, glass syringes, ready for use. 


Treatment 


T-A. Mixture (Qiphtheria Toxin- 
To create lasting immunity, which develops 
Prevention in about six weeks, and is believed to 
centinue almost indefinitely. 


Dose: Three injections of 1 Cc. each, at seven<lay intervals. 
Supplied in three 1-Ce. ampuls and in 10-Cc. vials. 


Schick Test Toxin Texin 


To determine susceptibility to DIPHTHERIA. 


Dose: 0.1 Cc., injected between the layers of the skin. 

Supplied in packages containing one hermetically sealed tube of 
undiluted DipxtHEeRtia Toxin, with one 5-Cc. vial of Saline 
Solution, sufficient to make at least forty tests. 


Susceptibility 


Schick Test Toxin Control 


Diluted DIPHTHERIA TOXIN, attenuated by 
heat, to be used as a control for the 
A laboratory experience of y 
(weaty-seven years MULFORD SCHICK TEST TOXIN. 
insures quality Dose: 0.1 Cec, 


Supplied in 5-Cc. vials, sufficient for at least forty tests. 


SEND FOR NEW LITERATURE 


H. K. MULFORD CO., Philadelphia, U. 8. A. 
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XIV ITEMS OF INTEREST. 


and in every part of the world, and their skins are not always white. 
They may not be conspicuously to the fore, for the ‘decent bodies’ are 
not given to self-advertisement. They have no love for the limelight, 
and would be distinctly annoyed should their advent be heralded with a 
flourish of trumpets. In the garden-borders the mignonette is a very 
inconspicuous little plant, and passes almost unnoticed beside the flaunt- 
ing gaudiness of the dahlia or the showy spikes of the hollyhock, yet it 
is from the modest low-growing, grey-green flower that comes the sweet- 
ness that perfumes the whole air, for the most optimistic person would 
hardly expect fragrance from dahlias or hollyhocks. They have their 
uses: they are showy, decorative and aspiring, but they do not scent 
the garden. Between 1914 and 1918 I, in common with most people, came 
across countless hundreds of ‘decent bodies,’ many of them wearing 
V. A. D. nurse’s uniforms. These little women did not put on their 
nurse’s uniform merely to pose before a camera with elaborately made- 
up eyes and a carefully studied sympathetic expression, to return to 
ordinary fashionable attire at once, afterwards. They scrubbed floors, and 
carried heavy weights, and worked till they nearly dropped, week after 
week, month after month, and year after year, but they were never too 
tired to whisper an encouraging word, or render some small service to a 
suffering lad. I wonder how many thousands of these lads owe their 
lives to those quiet, unassuming, patient little ‘decent bodies’ in blue 
linen, and to the element of human sympathy which they supplied? 
And what of the occupants of the hospital beds themselves? We all 
know the splendid record of sufferings patiently borne, of indomitable 
courage and cheerfulness, and of countless little acts of thoughtfulness 
and consideration for others in a worse plight even than themselves. 
Who, after having had that experience, can falter in their belief that the 
‘decent bodies’ are in a majority? 

“I know many people looking forward to the future with gloom and ap- 
prehension. I do not share their views. For the moment the more blatant 
elements in the community are unquestionably monopolizing the stage 
and focusing attention on themselves, but I know that behind them 
are the vast unseen armies of ‘decent bodies’ who will assert themselves 
when the time comes. ’ 

“These ‘decent bodies’ are not the exclusive product of one country, of 
one class, or of one sex. They are to be found ‘Here, There and Every- 
where.’ 


: “It was a most glorious vacation, in fine company and inexpensive. 
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ADVERTISEMENTS. XV 


ADENALTY OF BEING OLD) 


during the winter is frequently paid inthe shape of a chronic bronchial in- 
flammation. All such patients cannot seek a milder climate, but they can enjoy 


which will give them a greater resistance against bronchial inflammations and 
alleviate them when present. 


FLUID OWNCE OF HAGEE'S CORDIAL OF THE EXTRACT OF COD LIVER OIL COMPOUND CONTAINS THE EXTRACT OBIAIN- 


OCH 
ABLE FROM ONE-THIRD FLUID OUNCE OF COD LIVER O1L, (THE FATTY PORTION BEING ELIMIWATED), FOUR GRAINS 
THAT FAUTE, FOUR SODIUM E,2UE TALE GRAIN ACD, (BADE FROM ONL WINT ERG SEEM) GLYCERIN AND AROMATICS, 


cob LIVER upplied in ofxteer ouace hotties ently. ~<DOlspensed by el! druggists 


OIL Is Kathdrmon Chemical C9., $1. Louis, mo. 


asa KATHARMON represents is 
throat wash is an added Decandes, grains 

element of protection. Bermullssic. 24 dares 
Witch Hazel 
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THE PROTECK-TAL 


The best and most satisfactory apron 
made. 

This apron is made from a high grade 
nainsook, coated both sides with a hard 
finish pure gum coating which makes 
it chemical proof as well as sanitary. 
It is indorsed by leading specialists. 
Size of apron 38” x 45”, which insures 
complete protection. 

Mailed to any address in the United a 
States, post paid on receipt of $2.50. fe 
Satisfaction guaranteed. 


Practical Garment Co. 
TROY, OHIO. 


Chevalier Jackson’s Endoscopic Bougie 


for the dilation of Esophageal, Laryngeal and Tracheal Strictures 


This Bougie consists of a silk woven end securely joined to a spring steel shaft, 
giving all the advantages of safety of a silk woven bougie at the tip, with a stiff 
shank enabling the bougie to be carried down rigidly thru the length of the esoph- 
agoscope. The above bougies furnished in sets of 10 ranging from 8 to 17 French. 
Price per set $45.00 


FEICK BROS. CO., Pittsburgh, Pa. 


Complete catalog of Dr. Jackson’s instruments will be mailed upon request. 
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XVI ADVERTISEMENTS. 


SION NS OF SYPHILIS. 
= make a satisfactory response - 


to the use of the combination : 
of antisuphilitics composing 


Although « of marked potency ir in 
the treatment of late lesions 
= of syphilis, ODIA (Barrie) is 

well folerated and may be given 
for long periods without causing 
distress. 


= == Barrie. Chemists’ ‘Corporation, St. “Louis, 


THE 
LARYNGOSCOPE 


An International Monthly Journal 
Devoted Exclusively to Diseases of the 


EAR—NOSE—THROAT 


Subscription Price, $6.00 per Annum, in Advance. 


No progressive worker in the specialty of diseases of the Ear, Nose and Throat can 
afford to be without this monthly bulletin and record of everything 
of interest in the oto-laryngologic world. 

In addition to important original communications, society proceedings and abstracts each 
month, 7he Laryngoscope publishes annually a complete Index Medicus of the 
literature of Otology, Rhinology and Laryngology with abstracts 
of the most valuable articles in these specialties. 


Make subscription remittance payable to 


THE LARYNGOSCOPE CoO., ST. LOUIS, MO. 


3858 WESTMINSTER PLACE 
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ADVERTISEMENTS. XVII 


NONSPIL 


TRADE MARK 


| Throat and Nasal Atomizers for 
| Doctors and Patients 


You can throw a Nonspi Atomizer up-side-down 
into your traveling bag, Doctor. 


Regardless of how much accidental bumping the 
bag may be subjected to, its lining will remain spot- 
less and the Nonspit will be in perfect condition, 
ready for instant use. 


A slight touch locks the spray regulator and makes 
the Nonspit air-tight. Solutions will not congeal, 
evaporate, decompose, nor become rancid. 


A slight touch unlocks the spray regulator and 
gives instant and positive adjustment for fine or 
heavy spray. 


FEED- 


“The evident superiority of this atomizer places it é THIN SPRAY 
in a class by itself.” 


Dr. Wm. E. Chenery, Boston, Mass. 


The Nonspit is the only atomizer that may be 
prescribed for patient’s personal use with absolute 
confidence. They are positive in action, air-tight, 
leak-proof and damage-proof. They assure lasting 
satisfaction to physician and patient. 


Nonspit Atomizers are obtainable at the better 
druggists and at Physician’s Supply Houses. Sent _. 7 7enapuaten rep 
on approval if you wish. HEAVY SPRAY 


T. J. HOLMES CO., 50 Sudbury St. 
BOSTON, MASS. 


iu 


Kindly mention Tue Laryncoscore when communicating with advertisers. 


| 4 
THE SCREW 
In 
| 
, 
VY 
| 
] 
— 
\ ; \ 
Z 


ADVERTISEMENTS. 


Important Books on the Nose, Throat and Ear 


LOEB—Operative Surgery of the Noze, 
Throat, Ear 
By Hanau W. Loeb, A.M., M.D., and col- 
laborators: J. C, Beck, W. H. Haskin, 
Robt. Levy, H. P. Mosher, Geo, W. Crile, 
Geo. L. Richards, Geo. E. Shambaugh, 
Geo. E. Wood. In 2 vols, 800 pp., 885 
illustrations and color plates. Price, per 


OPIE—Epidemic Respiratory Disease 


(The Pneumonias and Other Infections of the Respirs 
atory Tract Accompanying Influenza and Measles.) 


By Eugene L. Opie, M.D., Col. M.R.O., 


Washington University; Francis G, Blake, . 


M.D., Rockefeller Institute; James C. 
Small, M.D., Phila. General Hospital; and 
Thomas M. Rivers, M.D., Johns Hopkins 
University. 402 pages, 6x9, with 33 illus- 


trations. Price, cloth.......... $6.50, 


SLUDER—Headaches and Eye Disorders 


of Nasal Origin 

By Greenfield Sluder, M.D., Clinical Pro- 
fessor and Director of the Department of 
Rhinology and Laryngology, Washington 
University Med. School, St. Louis. 400 
pages, with 120 original illustrations. 


Price, silk cloth binding...... $7.00 


McKENZIE—Diseases of the Throat, Nose, 


and Ear. 

By Dan McKenzie, M.D., F.R.C.S.E., Sur- 
geon, Central London Throat and Ear Hos- 
pital; Editor of ‘‘ Journal of Laryngology, 
Rhinology ‘and Otology.’’ 646 pages, 
6x93, 199 text figures and 2 full-page color 


é* Send for circulars of our medical and surgical books. 


The C. V. Mosby Company — Medical Publishers 


801-809 Metropolitan Building - 


- St. Louis, U. S. A. 


Hyperemia Treatment for Deafness 


Rice Oto-Concussor. 


1114 14th St., N. W., 


Based on physiological principles, the Rice 
Oto-Concussor makes a scientific and 
effective treatment possible. 


The therapeutic principle applied in this apparatus 
is that of rapid percussion of a column of air as used 
-either in 
Eustachian tube. 
(The sound heard while the apparatus is in opera- 
tion is that of a magneto acting on the bronze dia- 
phragm and has no therapeutic value. ) 


the external auditory canal or via the 


Applied Directly to Middle Ear. 


Price and Literature on Request. 


KLOMAN INSTRUMENT CO., Inc. 


Sole Agents, 
Washington, D. C. 


Kindly mention Tue Laryncoscore when communicating with advertisers. 
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Central Institute for the Deaf 


Instruction in Lip~Reading for Adults. 


Private and class instruction. 
sational classes for beginning and ad- 
vanced pupils. 


818 8S. Kingshighway 


Conver- 


St. Louls, Mo. 


Me 


KESSLER SCHOOL OF LIP-READING 
FOR DEAFENED ADULTS 


Private or class instruction. 
lessons, Conversation class. 
partment. 


thods. 


Normal 
For particulars address, 
EMMA B. KESSLER, 

4 Filo-Les, 203 No. 20th Street, 
Omaha. Nebraska. 


Private 
Practice De- 


Course. Choice of 


The Wright Oral School 


Established 1894 by Prof. John Dutton 
Wright. Complete course from kinder- 
garten to college entrance or business. 
Thirteen instructors for thirty pupils. 
One Mount Morris Park, West. 


NEW YORK CITY. 


N 
N 


THE MEDING 
TONSIL ENUCLEATOR 


O WIRE 
O KNIFE 


NO LOCK 


NO REPAIR 


Enables the physician of 
usual attainment to enuc- 
leate tonsils of any sort or 
size bloodlessly and with- 
out injury to pillar palate 
or pharynx u_ er gener 
al or loca] anesthesia. 


Demands no change of 
technique. Force exerted 
by natural pull; not by 
awkward pol 


Eliminates suction ap- 
paratus, haemostats and 
clots. 


Compare its reasonable 
simplicity with the mach- 
inery it has succeeded. 


New and original from 
ring to ring. 


Price 18 Dollars 


A. F. ENGEL, Maker 


2099 Lexington Ave., New York City 


Literature on request. 


No i on app’ 


Sherman’s Polyvalent 
Vaccines in Respiratory 
Infections 


A more adequate and rapid immunity 
is established with polyvalent vaccines than 

rom an infection itself. SHERMAN’S 
ALENT VACCINES WHEN 
GIVEN EARLY IN RESPIRATORY 
INFECTIONS, rapidly stimulate the me 
tabolism and defense of the body with a 
resultant prompt recovery. 

Administered in advanced cases of res- 
piratory infections, they usually ameliorate 
or abbreviate the course of the diseaes, Even 
when used as the last desperate eupetiont 
they often reverse unfavorable 
SUCCESSFUL IMMUNOLOGISTS 
MAKE INOCULATIONS IN RESPIRA. 
Ante INFECTIONS AT THEIR FIRST 


Hay fever, colds, laryngitis, pharyngitis, 
adenitis, catarrh, asthma, bronchitis, pneu- 
monia, whooping cough "and influenza are 
diseases amenable to bacterial vaccines. 


Sherman’s polyvalent vaccines are depend- 
able antigens 


LABORATORIES 
G. H. SHERMAN, M. D. 
DETROIT, U. S. A. 


“Largest producer of stock and autogenous 
vaccines” 


Individual Review Course in diagnosis and 
treatment for Oto-Laryngologists. Classes lim- 
ited to four members. Duration of course is 
four weeks, beginning in the first of each month, 
Price, $100.00. Address Drs. Beck and Pollock, 
c-o North Chicago Hospital, 2551 N. Clark Street, 
Chicara, 


THE STANDARD 
SALINE AXATIVE || 


Samples on request 


Bristol-Myers Co. 


New York 


Kindly mention Tuz Laryncoscorz when communicating with advertisers. 
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xX ADVERTISEMENTS. 


“FOREMOST SURGICAL INSTRUMENTS” 


“BRUENINGS’ LATEST SET FOR DI- 
RECT LARYNGOSCOPY, BRONCHO- 
SCOPY AND ESOPHAGOSCOPY.” 
—SEE ILLUSTRATION BELOW— 
Write for Full Particulars. 


AUG. E. FRAASS COMPANY inc. 
EYE-EAR-NOSE- THROAT INSTRUMENT MAKERS 
1261 BROADWAY NEW YORK U.S.A. 


Expert 
Repairing e 


CHEVALIER 
JACKSON’S 


AUTHOR— 
APPROVED, 
ORIGINAL 
INSTRU- 
MENTAR- 
IUM 
IN 
STOCK. 
BULLETIN 
ON REQUEST 


PINEOLEUM FORMULA 


R Menthol .... 0.75) ET bas This Nebulizer to 


liments. 
Oleum Zcylanicum Cinnamonum.0.203 grm. ts. “@3a 
Oleum Dacrydium Cupressium....1.041 grm 9 — 


Liquid Petrolatum (dble. refined) 100c¢.c. 


Use as a preventive and 
curative agent in 


INFLUENZA 
E PINEOLEUM given internally in teaspoon- 
La Grippe ful’ doses in milk, three or four times a day, 
and sprayed on the congested mucous mem- 
Coryza brane, will cut short an acute cold in the 


head from % to % its usual run, 


In speaking of the treatment of Influenza one of the leaders of the 
medical profession states: “I'he persistent spraying of the nose and 
pharynx with some form of mild disinfectant materially aids in confining 
the infection in its early stages to the upper passages and this procedure 
gives the impression, when tried in a large number of patients, that it 
prevents in many cases the spread downward into the bronchi and thus 
limits pulmonary complications.” 


Original Bottle. 


British Agents The Pineoleum Co. Canadian Agent 
The American Irug Supply Company 52 West 15th St. LYMANS LIMITED 
WC Enotand NEW YORK CITY Montreal, Canada 


Kindly mention Tur Laryncoscope when communicating with advertisers. 
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ANNOUNCEMENT 


OF THE 


CENTRAL INSTITUTE FOR THE 


EIGHTH SESSION i 
1921-1922 | 


DEPARTMENTS: 

Normal Training School for Teachers of the Deaf. | 
Systematic course in two semesters of lectures, quizzes, class work and observation and 
practice teaching in elementary and grammar grades, by oral method exclusively; cor-_ || 


rection of defects in speech. Ample clinical material for demonstration and practice. {| 
First semester begins Ociober 1, 1918. ; i 
| 


Private Oral School for the Deaf. 


Private oral school for deaf children from primary grades through college pre- 
paratory. Individual attention of experienced teachers; not more than five pupils in a 
class. 


Instruction in Lip-Reading for Adults. 


Private and class instruction for the adult deaf in lip-reading. Conversational 
classes fer beginning and advanced pupils. 


Correction of Defects in Speech 


The correction of voice and speech defects; imperfect phonation, indistinct articulation, 
lisping, stuttering and stammering. i 


Clinic for the Deaf. l 


A free clinic for defectives in hearing and speech will be conducted daily. 

Free classes will be organized for oral instruction; evening classes will be arranged " 
for the instruction of adults in lip-reading and articulation and for the correction of defects 
in speech. 


Otologic Bureau of Information. 

This Bureau is equipped with best reference library facilities to furnish the medical 
and pedagogic professions any information relating to the deaf, modern methods of edu- 
cation, reprints of important papers, etc., etc. 


PROFESSIONAL NOTICE: 


THE CENTRAL INSTITUTE FOR THE DEAF has been established to meet an urgent ' 
demand for well-trained ORAL TEACHERS for institutional and private work and to afford 
best facilities for instruction in all prog-:essive oral methods to children and adults, for train- 
ing in lip-reading and for the correction of defects in speech. 

This work is in the hands of thoroughly competent experts in this field and will be con- 
ducted along strictly ethical, professional lines, under the auspices of an ADVISORY ‘ 
COUNCIL of prominent otologists and educators of the deaf. 


ADVISORY COUNCIL | 
Dr. J. F. Barnhill, Indianapolis. Dr. H. S. Birkett, Montreal. 
Mr. F. W. Booth, B. S., Omaha, Supt. Nebraska School fer the Deaf. 
A. L. E. Crouter, M. A.,LL. D., Philadelphia, Supt. Penn. Institution for the Deaf and Dumb. 
Dr. E. B. Dench, New York. Dr. Harold Gifford, Omaha. Dr. H. B. Graham, San Francisco. 

r. Frederick L. Jack, Boston. Dr. Otto Joachim, New Orleans. . 

Mr. J. W. Jones, Columbus, Supt. Ohio School for the Deaf. Helen Keller, Wrentham, Mass., Dr. Robert 
evy, Denver. | 
Dr. John O. McReynolds, Dallas, Texas. Dr. Norval H. Pierce, Chicago. Dr. C. W. Richardson, Washing- I 
ton, D. C. 
Dr. Dunbar Roy, Atlanta. Dr. Ralph Steiner, Austin, Texas. Dr. B. R. Shurley, Detroit. i 
Harris Taylor, LL. D., New York, Supt. Institution for the Improved Instructions of Deaf Mutes. } 
\\) Caroline A. Yale, LL. D., Northampton, Mass., Principal Clark School for the Deaf. Hi 


| CORRESPONDENCE SOLICITED, Send for Announcement. i 


All Communications should be addressed to: i 


CENTRAL INSTITUTE FOR THE DEAF 


| 
| 818 SOUTH KINGSHIGHWAY, ST. LOUIS, MO. | 

i} 


Kindly mention Tue LaryncoscopeE when communicating with advertisers. 
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ADVERTISEMENTS. 


ASTRINOGEN 


A -Specific in 


Hypertrophied Turbinates Polypi-Ade- 
noid Growths—Tonsillitis - (Acute and Chronic) 
Pharyngitis and Laryngitis. 


CONTAINS 


Thuja, Hydrastis, lodine, Tannin, Glyce- 


rine, Alcohol and other valuable 


medicaments 


Dear Doctor: 


This preparation has been very widely accepted by many 
Specialists as a dependable agent in successfully treating ALL 


abnormal conditions in the nose and throat. We recommend 
to those of the Profession who have not used Astrinogen 


TO DO SO. 


Samples sufficient to prove its efficiency will be sent on 


request. 


ADDRESS 


National Laboratories, Inc. 


257-259 South St. 


Newark, N. J. 


| 


Kindly mention Tue Laryncoscope when communicating with advertisers. 
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HAT watchmakers have done with watches we have accom- 
plished with laryngeal mirrors; reduced the bulk and produced 
a trimmer and more salable product. 


None of the durability has been sacrificed, the “Boilo Verithin” is 
made of the same crystal glass with the same protective backings of 
copper, rubber and enamel. Ail metal parts are of solid, white, non- 
corrosive metal and the “Verithin” welcomes a sterilizing bath. 


Each mirror is carefully wrapped and packed in an individual box 
thus minimizing breakage in transit and in handling at your store. 


We knew that when better laryngeal mirrors were made that they 


would bear the “BOILO” trade-mark. This is the result 


PRICE §.75 Each. 
At your Dealer or from us. 


Specialty Manufacturing Company 


Largest Makers of Laryngeal and Dental Mirrors in the World 
15 Spruce Street New York 


MODERN OFFICE EQUIPMENT 


THE LAMB SPECIALIST’S CHAIR 


FOR THE MODERN PHYSICIAN’S OFFICE. 


Raises, lowers, reclines, revolves. Beautiful in appearance and substantial 
in construction. Write for complete description. 


We carry a complete line of E. E. N. & T. instruments. Mail orders will 
. be given our prompt attention. 


. Sixth 
ax WOGHER & SON Co. Ohio. 


Kindly mention Tae Laryncoscore when communicating with advertisers. 


fs “VERITHIN” BOILO LARYNGEAL MIRROR ; 


ADVERTISEMENTS. 


GLYKERON 


COUGH, BRONCHITIS, PNEUMONIA, 
WHOOPING-COUGH, ASTHMA, ETC. 


LYKERON is a transparent liquid of heavy density, amber color agree- 
ably aromatic odor and pleasant taste. It is uniform in action, and is 
not impaired by age or climatic influences. 

As a cough alleviator, respiratory anodyne and sedative, it is both 
potent and trustworthy. 

Glykeron is infinitely more dependabie than extemporaneously prepared 
mixtures having the same or similar composition. 

Glykeron increases the fullness of inspiration and expiration, stimulates bron- 
chial secretion, promotes the liquefaction of mucus and allays respiratory distress. 

It is especially serviceable in the treatment of cough, bronchitis, laryngitis, 
phthisis, pneumonia, whooping-cough, asthma and inflammatory disorders of the 
respiratory tract. 

The value of Glykeron is attested by the universal use made of it by members 
of the medical profession. 


COUGH. 

Whether acute or chronic, cough is promptly allayed by Glykeron. Irritability 
of the respiratory mucous membrane is diminished. bronchial secretion is increased 
and inflammation is reduced. The preparation is particularly useful in dry, hacking 
and unproductive cough or that attended with pain, respiratory distress or restless- 
ness. 


BRONCHITIS. 

In acute bronchitis, Glykeron proves notably serviceable. It tends to diminish 
the congestion and inflammation of the respiratory mucous membrane, and to allay 
pain, dyspnea and other distressing symptoms. In chronic bronchitis, its sedative 
effect renders it of distinct value. 

PHTHISIS. 

Glykeron is indicated in many cases of phthisis, because of the promptness with 
which it allays restlessness, irritability of the pulmonary mucous membrane and the 
discomfort caused by efforts to expel secretions from the air-passages. 
ASTHMA. 

Glykeron diminishes the intensity of asthmatic paroxysms and lengthens the 
intervals between their recurrence. By the systematic administration of the prep- 
aration, asthmatic attacks can be lessened in severity and often aborted. 

PNEUMONIA. 

In the initial stage of pneumonia, the preparation exerts a helpful sedative in- 
fluence. In the latter stages of the disease, its anodyne effect proves helpful.. 
WHOOPING-COUGH. 

When administered in doses appropriate to the age of the patient, Glykeron 
lessens the spasmodic character and the frequency of the paroxysms and thus adds 
to the physical and mental comfort. 

DOSAGE. 

The adult dose of Glykeron is one teaspoonful every two or three hours, or at 

longer intervals as the individual case requires. For children of ten years or more, 


the dose is from one-quarter to one-half teaspoonful; for children of three years 
or more, five to ten drops. 


GLYKERON is designed solely for use on order of physicians. 


For additional literature address 


MARTIN H. SMITH CoO. 


Proprietors of NEW YORK 
ERGOAPIOL (SMITH) 
AND GLYKERON U.S. A. 


Kindly mention LaryNcoscorz when communicating with advertisers. 
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Nervous debility, nervous exhaustion, and 2 
all asthenic affections of the nervous (Pip 
system, so prevalent to-day, will respond E | 
to treatment which will replenish the : 


reduced mineral reserves of the system {4 
and supply the necessary phosphorus 
to restore degenerated nerve cells. 


Syrup 


of the 


pophosphites, 


“The Standard Tonic for over fifty years,” 


contains the basic elements to ensure normal 
metabolism, together with the dynamic 
agents, quinine and strychnine, which 
make it a true stabilizer of shaken nerves. 


Samples and literature sent upon request. 


FELLOWS MEDICAL MANUFACTURING CO., Inc. 
26 Christopher Street New York, N.Y. 
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YRUP COCILLANA *COMPOUND is an 

.~ efficient prescription for the irritating cough of 
dry bronchitis, the cough of phthisis, the croupy” 
cough of childhood, and in general in any condition 
of bronchial irritation in which the cough is exces 
sive or the secretion and expectoration scanty. 
Each fluidounce contains: 

Tincture Cocillana, 40 minims. 

Tincture Euphorbia Pilulifera, 120 minims. 

Syrup Wild Lettuce, 120 minims. 

Syrup Squill Compound, 24 minims. 

Cascarin (P. D. & Co.), 8 grains. 


Diacetyl Morphine Hydrochloride, 1/8 grain. 
Menthol, 8/100 grain. 


Syrup Cocillana Compound does not disturb the 
stomach. It has no constipating effect—in fact it is 
slightly laxative, due tc the cocillana and cascarin. 
It is adapted to administration to persons of all 
ages. 


Syr. Cocillane Comp., P. D. & 
write it in the prescription and your patient will 
get an efficient, attractive, palatable cough syrup. 


Parke, Davis & Compaay 
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